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ABSTRACT
Introduction Approximately 40 million people are currently in need of palliative care (PC), and this
number is predicted to increase due to the aging population and increasing longevity. Providing PC in the
acute care setting leads to better quality and clinical outcomes, reduced inpatient hospital costs, and
improved efficiency. Despite evidence indicating the benefits of PC, timely referrals and provision of PC
in the acute care setting are lacking in part due to the complex interplay of factors that nurses must
navigate, such as limited preparation, knowledge, and self-efficacy; nurse/provider attitudes; and
patient/family and institutional barriers. A paucity of research exists that reflects a comprehensive
approach, integrating the complexities of the clinical setting and encompassing the multidimensional
factors. The purpose of this study was to examine the factors that influence the nature and frequency of
self-reported PC practices of nurses in the acute care setting by using a comprehensive approach.
Methods A descriptive, cross-sectional design, guided by Bandura’s Social Cognitive Theory as the
theoretical framework, was used to examine the effects of nurses’ personal factors (palliative and EOL
care knowledge, self-efficacy, palliative and EOL care education, attitudes toward care of the dying), and
environmental factors (nurse-perceived patient/family barriers and institutional/unit factors) on nurses’
PC practices in the acute care setting. Registered nurses in Nevada (N = 325) completed an electronic
survey containing items from a demographic questionnaire and six other measures (UNPCKS, CARESPC, FATCOD, Institutional/unit factors subscale, Patient and family barriers subscale, and PCPS-E).
Hierarchical multiple linear regression analysis was used to evaluate the degree to which each set of
independent variables explained the variance in self-reported frequency of PC practices of acute care
nurses while controlling for the others.
Results Step one (demographics) explained 12.3% of the variance (F(7, 245) = 4.916, p < .001). Step two
(personal factors) explained 19.4% (F(5, 240)= 13.678, p < .001). Step three (environmental factors)
explained 0.4% [F(2, 238)= 9.053, p = .519]. The final regression model with demographics, personal
factors, and environmental factors, accounted for 32.1% of the variance in the frequency of nurses’ self-
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reported PC practices, with personal factors contributing most significantly, and was significant [F(14,
238) = 8.050, p < .001].
Discussion While the practice context and environment, things external to the nurse, influence nurses’ PC
practices to an extent, factors that are internal (personal factors, specifically attitudes and self-efficacy)
are the most important predictors of behavior. This study advanced our knowledge regarding the factors
that influence the self-reported PC practices of acute care nurses, and numerous implications for nursing
practice, education, policy, and research were identified. The innovative aim of this study was to examine
these factors simultaneously in a comprehensive model and determine the collective effects of nurses’
personal factors and environmental factors on the variance in the frequency of acute care nurses’ selfreported PC practices while controlling for demographic variables.
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CHAPTER 1
INTRODUCTION
Nursing is a multifaceted discipline in which science and art are blended to promote optimal
patient outcomes across the lifespan and continuum of health and illness. While science and technology
continue to advance, promotion of comfort and well-being remains central to the nurses’ role, especially
while caring for patients and families experiencing serious illness at or near end-of-life (EOL). Patients
experience serious illness in a variety of settings including their personal homes, long-term care facilities,
and acute care settings. When patients with serious illness are seen in the acute care setting, it is often due
to an exacerbation of symptoms and/or an acute worsening of their condition. Therefore, nurses in the
acute care setting frequently care for patients who are experiencing serious illness at or near EOL.
Background
Palliative care (PC) is specialized, interdisciplinary care for patients experiencing serious illness
which focuses on relief of suffering from the symptoms and stress of a serious illness (National Palliative
Care Research Center, 2013). PC was first recognized as a specialty in the late 1980s; however, its roots
with EOL care reach much farther into history. In the Middle Ages, “hospices” were considered places of
shelter and refuge for ill travelers and were run by religious orders. In the 19th century, homes for the
dying were established in Ireland and throughout Europe, most often by nursing nuns. In the 1950s, Dame
Cicely Saunders, an innovative nurse, founded the modern hospice movement and expertly pioneered
pain and symptom management through “around the clock analgesia” and addressing suffering beyond
physical symptoms through interdisciplinary collaboration (Dahlin & Mazanec, 2011, p. S20). The first
American hospice was established in 1971, and hospice became a Medicare benefit in 1982. With the new
reimbursement regulations, patients had to be certified by a physician as having six months or less to live
and no longer receive life-prolonging treatment. Soon, hospice became synonymous with terminal cancer
and controlling cancer pain. For those patients with chronic, debilitating diseases (other than cancer)
and/or those whose prognosis was unclear or greater than six months, access to hospice was limited by
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way of stigmatization, rationing of hospice resources, and requirement of cessation of life-prolonging
therapies (Coyle, 2015).
Building on the foundations of hospice nursing, the PC model in the U.S. arose from the
identification of the changes in serious illness to increasingly progressive, prolonged, and debilitating
trajectories (Coyle, 2015). Patients with serious illness did not necessarily qualify for hospice, yet they
demonstrated a need for their quality of life to be addressed. While many patients who receive PC may
enter hospice care in the terminal phase of their illness trajectory, they are able to benefit from holistic,
skilled, compassionate PC from the time they are diagnosed. In other words, PC encompasses a broad
trajectory, throughout the course of serious illness from diagnosis to death, with the primary aim of
providing high-quality care to improve quality of life and symptom management. Hospice care falls under
this umbrella and is a time when PC is intensified as patients near death.
Foundational Studies and Reports
PC is an interdisciplinary, multidimensional approach to patient care which has evolved over
time. In the 1990s, there was a movement in the U.S. to better support dying persons resulting from a
foundational study, the Study to Understand Prognoses and Preferences for Outcomes and Risks of
Treatment (SUPPORT), which revealed people were not dying as they wished and their care planning
wishes were not honored (Connors et al., 1995). In response to this landmark study, as well as public
concern over dying with dignity, the Institute of Medicine (IOM) developed a foundational report,
Approaching Death: Improving Care at the EOL (Institute of Medicine, 1997). This report initiated a
number of advancements in palliative and EOL care including national policy statements in EOL care,
recommendations for healthcare professionals’ training to include PC, and eventually additional IOM
reports on EOL care (Dahlin & Mazanec, 2011). Another foundational report followed in 1998, Peaceful
Death: Recommended Competencies and Curricular Guidelines for EOL Nursing Care, by the American
Association of Colleges of Nursing (AACN), which provided structure and recommendations for the
education of undergraduate nursing students including 15 competencies for EOL care (1998). Throughout
the early 2000s, nurse leaders and pioneers in palliative and EOL nursing education advocated for
2

advancement of the specialty and education of all nurses to provide competent palliative and EOL care.
The End of Life Nursing Education Consortium (ELNEC) train-the-trainer project, with its innovative
curriculum centered on the AACN Peaceful Death EOL care competences and geared toward nurses at all
levels, has trained over 30,000 ELNEC facilitators/trainers. These trainers have gone on to train an
estimated 739,000 healthcare professionals in quality EOL care in 50 states and over 100 countries
(ELNEC, 2020). In 2016, revisions to the Peaceful Death document were made by a roundtable of
nursing faculty, nursing administrators, and PC nursing experts, and the Competencies And
Recommendations for Educating Undergraduate Nursing Students (CARES) document was developed.
The CARES document includes 17 essential competencies for novice nurses to achieve which “ensure
quality PC across illness trajectories and settings,” (Ferrell et al., 2016) and has guided nursing schools
across the country in the preparation of nursing students to competently care for patients and families with
serious illness at or near EOL.
Also in the early 2000s, leaders in hospice and PC convened and developed consensus guidelines
for quality PC so patients not eligible for hospice could receive PC. The first edition of the National
Consensus Project’s Clinical Practice Guidelines for Quality Palliative Care (NCP Guidelines) was
published in 2004 and has since continued to evolve through three more editions reflecting the growth and
transformation of PC. The NCP Guidelines have been foundational in setting expectations for excellence
in the provision of PC for patients with serious illness, across care settings and throughout the trajectory
of illness (National Consensus Project for Quality Palliative Care, 2018).
Professional organizations committed to the advancement of palliative and hospice care are
additional driving forces in growth of these programs on a nation- and world-wide level. The Hospice and
Palliative Nurses Association (HPNA) was founded in 1986 with aims to define the scope of practice,
develop standards of practice, educate nurses, and provide a community of support for palliative and
hospice nurses (Dahlin & Mazanec, 2011). Shortly after HPNA was founded, the American Academy of
Hospice and Palliative Medicine (AAHPM) was established in 1998 with similar aims to HPNA, but
geared toward physicians (AAHPM, 2020).
3

Continued Growth of PC
PC has continued to grow with 72% of U.S. hospitals with more than 50 beds reporting a PC
team in 2019, an increase from 67% in 2015 and less than 10% in 2011 (Center to Advance Palliative
Care, 2019a). Despite the promising linear growth, our health care delivery system fails to meet the needs
of patients and families living with serious illness, especially for patients served in rural areas or for-profit
hospitals. Importantly, improving the delivery of PC to patients and families living with serious illness
relies on more than just access. Additional barriers identified by the Center to Advance Palliative Care
(CAPC) and the National Palliative Care Research Center ([NPCRC], 2019a) include an inadequate PC
workforce, insufficient financing, gaps in the evidence-base to support clinical guidelines, insufficient
clinical training, and lack of public and clinician awareness of the benefits of PC.
The ultimate goal of PC is to improve the quality of life of patients and their families (National
Consensus Project for Quality Palliative Care, 2018; World Health Organization, 2020). Importantly, PC
is appropriate and recommended for patients across the illness and lifespan continua as it can be used in
conjunction with curative treatment or alone to promote enhanced quality of life and symptom
management. PC is often confused with or used synonymously with hospice care. While hospice care is
focused on non-curative, symptom-management during the patient’s last six months of life, PC can be
incorporated throughout the illness, including but not limited to when the patient is dying. Furthermore,
PC is appropriate for patients suffering from any serious illness which impacts quality of life such as
organ failure (i.e. heart failure, renal failure, liver failure), chronic respiratory diseases (i.e. chronic
obstructive pulmonary disease), neurologic diseases (i.e. Parkinson disease, Huntington disease,
dementia), in addition to cancer (Boersma et al., 2014; Durkin et al., 2016; Rogers et al., 2017; Rush et
al., 2017).
Nurses care for patients with serious illness in a variety of settings including inpatient, outpatient,
and home health. All nurses, including those working in PC and nonpalliative care areas, can incorporate
practices that are PC-focused such as comprehensive pain and symptom assessment and management,
emotional and spiritual support, and enhanced communication with patients and families into their
4

bedside practice, regardless of specialty or setting. Provision of this fundamental care for patients with
serious or life-threatening illness or injury and their families, when provided by nonpalliative care
specialty registered nurses, is called primary PC. Primary PC, like specialty PC provided by PC-trained
nurses, optimizes quality of life by anticipating, preventing, and treating suffering (ANA & HPNA,
2017). As patients live longer with their serious illness, they are likely to experience exacerbations and
complications which bring them to the acute care setting. Because acute care nurses frequently care for
patients with serious illness as integral members of the interdisciplinary team, it is important to
understand the factors which may promote or inhibit nurses’ use of PC practices in the acute care setting.
Statement of the Problem
Approximately 40 million people are currently in need of PC, and this number is predicted to
increase due to the aging population and increasing longevity of life (National Consensus Project for
Quality Palliative Care, 2018; World Health Organization, 2018). Providing PC in the acute care setting,
especially when implemented early, leads to better patient- and family-related outcomes, such as
improved quality of life, well-being, family satisfaction, and reduced symptom burden; as well as cost and
efficiency outcomes, such as reduced hospital costs (Adelson et al., 2017; Ahluwalia et al., 2018;
Fitzpatrick et al., 2018; Gade et al., 2008; Kavalieratos et al., 2016; May et al., 2017, 2018; Morrison et
al., 2011; Rogers et al., 2017; Sidebottom et al., 2015; Temel et al., 2010). For example, in a study on
patients with metastatic non-small-cell lung cancer in an outpatient setting, patients randomized to receive
early PC integrated with their standard oncologic care received at least one visit with the PC service, and
at 12 weeks post randomization, patients in the early PC group had significantly lower rates of depression,
better quality of life, and better mood scores, as well as less aggressive care at EOL (p <0.05). Despite
having less aggressive care, the patients who received early PC lived significantly longer (11.6 months vs.
8.9 months, p=0.02) (Temel et al., 2010). Similarly, in another randomized trial (Palliative Care in Heart
Failure [PAL-HF]) conducted by Rogers et. al (2017), 150 hospitalized patients with heart failure who
were randomly assigned to PC plus their usual care demonstrated significantly higher improvements in

5

quality of life and symptom burden than the usual care group, particularly at the three- and six-month
points.
In addition to the abundant support for the patient- and family-related outcomes of PC, inpatient
hospital costs, length of stay, and hospital readmissions are significantly reduced when PC is
implemented into patients’ care. One meta-analysis revealed that PC consultation within three days of
hospital admission significantly reduced costs for patients with life-limiting illness by over $3,000 per
admission, on average. For a hospital that conducts 500 PC consults annually, this can mean a savings of
more than $1.6 million (Center to Advance Palliative Care, 2019b; May et al., 2018). Additionally,
patients who receive a PC consultation have fewer 30-day hospital readmissions, which is a positive
outcome for patients, families, and facilities (Adelson et al., 2017; Barkley et al., 2019).
However, despite evidence indicating the benefits of PC, timely PC referrals and provision of PC
in the acute care setting are lacking in part due to the number of complex factors inherent in clinical and
academic systems that nurses must navigate. For example, nurses consistently report a lack of PC
preparation and knowledge (Anderson et al., 2016; Aslakson et al., 2012; Attia et al., 2013; Friedenberg
et al., 2012; Ganz & Sapir, 2018; Ranse et al., 2016). In a survey of critical care nurses, Ganz et al. (2018)
found perceived lack of PC education to be the most frequent and intense barrier to PC and EOL care.
Congruently, Ranse et al. (2016) found higher levels of preparedness and access to educational
opportunities were associated with more frequent PC practices, such as engagement in family
communication and other interpersonal care. Importantly, experience is closely related to nurses’ selfefficacy or self-perceived competence (Bandura, 1997; Billings et al., 2009; Desbiens et al., 2012;
Evenblij et al., 2019). Self-efficacy in palliative and EOL care, when lacking, can negatively impact
palliative and EOL care delivery (Schlairet, 2009). Nurse/provider attitudes toward PC and EOL care are
also frequently cited as significant barriers to optimal palliative and EOL care (Attia et al., 2013; Bloomer
et al., 2013; Granek et al., 2013; McDarby & Carpenter, 2019). In a qualitative study of palliative and
nonpalliative care providers, attitudes about PC, including the perception of PC being a last resort
signaling failure and lack of understanding of the full scope of PC, were recognized as a primary barrier
6

to effective PC consults (McDarby & Carpenter, 2019). Patient and family barriers, such as families
continually calling for updates, not understanding the meaning of life-saving treatments, family not
accepting patient’s prognosis, and family arguments about the use of life support, are frequently reported
by nurses as significant barriers to providing EOL care (Beckstrand et al., 2008, 2017; Beckstrand &
Kirchhoff, 2005; Ganz & Sapir, 2018; Heaston et al., 2006). Lastly, institutional/unit factors related to the
provision of PC, such as heavy workload, lack of referral processes, and physical environment, constitute
other significant influencing factors to palliative and EOL care delivery in acute care (Attia et al., 2013;
Bloomer et al., 2013; Heaston et al., 2006; Whelan, 2016). In one survey of emergency department
nurses, nurses having too great a workload and poor design of the department which does not allow for
patient and family privacy were identified as major obstacles to EOL care (Heaston et al., 2006). Attia et
al. (2013) also found the majority of critical care nurses surveyed perceived nurses’ heavy workload and
poor ICU design to be severe barriers to providing EOL care.
Furthermore, a limitation of the current state of the science which impacts our understanding of
the barriers to nurses’ PC practices, is that the common investigative approach has been to simply identify
individual factors, without encompassing a broad, contextual perspective that more accurately reflects the
actual practice environment. The majority of studies examined the influencing factors in isolation and
excluded relationships to other potential factors or to the organizational structure (Aslakson et al., 2012;
Attia et al., 2013; Beckstrand et al., 2008, 2012, 2017; Dalberg et al., 2018; Friedenberg et al., 2012;
Kirchhoff & Beckstrand, 2000; McDarby & Carpenter, 2019; Midtbust et al., 2018; Nelson et al., 2006;
Wysham et al., 2017; Ziehm et al., 2016). For example, Beckstrand et al. (2008, 2012, 2017; Beckstrand
& Kirchhoff, 2005) studied nurses’ perceived obstacles and supportive behaviors to EOL care but was not
inclusive of all PC by limiting to just EOL and did not study the factors’ influence on practice. A
comprehensive approach, that reflects the complexities of the clinical setting, has not been used to explore
the factors that influence PC in the acute care setting.
Another major limitation of our understanding of acute care nurses' self-reported PC practices is
that previous findings reflect self-perceived competency rather than actual practices (Lippe et al., 2019;
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Slåtten et al., 2014). Self-perceived competency reflects only the nurses’ perceived ability to perform
actions rather than their actual practice behaviors or the frequency of performing those actions (While,
1994). Nurses may feel competent to perform certain skills but may not perform those skills in practice
for reasons related to the aforementioned factors. Measuring the self-reported frequency of PC practices
in the acute care setting represents a more direct, novel approach to understanding the nursing care
provided to patient and families during serious illness and at EOL.
Purpose of the Study
The purpose of this study was to examine the factors that influence the nature and frequency of
self-reported PC practices of nurses in the acute care setting. Using a comprehensive approach, this study
examined specific factors that have been individually identified in the current literature that could
potentially affect the PC practices of acute care nurses. The innovative aim of this study was to examine
these factors simultaneously in a comprehensive model and determine the relative effects of (a) nurses’
palliative and EOL care experience, education, knowledge, and self-efficacy; (b) nurses’ attitudes toward
care of the dying; and (c) nurses’ perception of patient and family barriers and institutional/unit factors.
Including both personal factors (knowledge, attitude, and self-efficacy) and environmental factors
(hospital system issues) facilitates a broader understanding of nurses’ PC practices by encompassing an
inclusive perspective more reflective of the complex practice setting. The findings from this research
advanced our knowledge regarding the factors that influence the self-reported PC practices of acute care
nurses and have the potential to expand PC clinical practice guidelines as well as identification of the
potential barriers and facilitators to PC delivery. Furthermore, the findings from this study add to the
requisite knowledge to increase and improve PC delivery in the acute care setting, to thereby improve
patients’ quality of living and dying.
Research Questions
The following research questions and hypotheses were posited:
1. What are the effects of nurse demographics (age, gender, ethnicity, race, type of nursing unit)
on the frequency of acute care nurses’ self-reported PC practices?
8

H1: Nurse demographics will have a significant influence on the frequency of acute care
nurses’ self-reported PC practices.
2. What is the effect of nurses’ personal factors (nurses’ palliative and EOL care experience,
education, knowledge, and self-efficacy; nurses’ attitudes toward care of the dying) and
environmental factors (nurses’ perception of patient and family barriers and institutional/unit
factors) on the frequency of acute care nurses’ self-reported PC practices when controlling for
demographic variables?
H2: Nurses’ personal factors (nurses’ palliative and EOL care experience, education,
knowledge, and self-efficacy; nurses’ attitudes toward care of the dying) and environmental
factors (nurses’ perception of patient and family barriers and institutional/unit factors) will
have a significant collective influence on the frequency of acute care nurses’ self-reported PC
practices after controlling for demographic variables.
3. To what extent does self-efficacy mediate the relationship between palliative and EOL care
experience and the frequency of acute care nurses’ self-reported PC practices?
H3: Self-efficacy does mediate the relationship between palliative and EOL care experience
and frequency of acute care nurses’ self-reported PC practices.
Significance to Nursing
Nurses are on the front lines of patient care, spending more time at the bedside caring for patients
with serious illness than any other profession and are therefore critical to the increase in PC utilization in
the acute care setting. This project is significant to the discipline of nursing in three major ways: (a) the
subject matter addresses the need for more PC utilization in the acute care setting; (b) the findings have
the potential to advance our knowledge regarding factors, which influence the self-reported PC practices
of acute care nurses from a more comprehensive perspective which reflects the complexity of the practice
setting; and (c) the findings have the potential to expand PC clinical practice guidelines.
For example, this study revealed the effects of various factors on nurses’ PC practices and care
delivery and could help to inform future editions of the National Coalition for Hospice and Palliative
9

Care’s Clinical Practice Guidelines for Quality Palliative Care (National Consensus Project for Quality
Palliative Care, 2018). The barriers and facilitators to PC delivery explored in this study could be
mentioned in future editions of the guidelines which would inform healthcare professionals regarding (a)
potential challenges that they may experience when providing PC and (b) what strategies enable PC
delivery. Although the current guidelines provide thorough expectations for high quality PC, these
guidelines do not mention the potential barriers to implementation of PC practices and could be enhanced
by including evidence-based influencing factors. Additionally, the findings of this research will inform
acute care nurses and nurse leaders of the potential barriers and facilitators to PC delivery. Furthermore,
enhanced understanding of the reasons why nurses use PC interventions more often than others may lead
to targeted interventions such as removal of identified barriers, policy changes, educational initiatives,
and support of facilitating factors which will support the increase in PC utilization in the acute care
setting.
Definitions
The following are conceptual definitions that will be used throughout this dissertation.
Specialty palliative care (PC) is specialized interdisciplinary care for patients experiencing
serious illness which focuses on relief of suffering from the symptoms and stress of a serious
illness. The ultimate goal of PC is to improve the quality of life of patients and their families
(National Consensus Project for Quality Palliative Care, 2018; World Health Organization, 2020).
Primary palliative care (PC) is fundamental care of patients with serious or life-threatening
illness or injury and their families provided by nonpalliative care specialty registered nurses
which optimizes quality of life by anticipating, preventing, and treating suffering (ANA &
HPNA, 2017).
Hospice care is an approach to care which is focused on symptom management in the absence of
curative treatment, typically initiated when the patient has less than six months to live (National
Institute on Aging, 2017).
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End-of-life (EOL) care is care provided to patients who are near death or in the dying phase of
life.
Palliative and EOL care education is the type of education nurses have received and/or
participated in which is related to palliative and EOL care (Nakazawa et al., 2010).
Palliative and EOL care experience is the amount of experience nurses have providing
palliative and EOL care to patients and their families (Nakazawa et al., 2010).
Palliative and EOL care knowledge is the nurses’ level of knowledge regarding general
palliative and EOL care principles (Davis et al., 2019)
Nurses’ attitudes toward care of the dying is the positive or negative beliefs possessed by
individuals who are providing care for dying patients (Frommelt, 1991; Lange et al., 2008).
Nurses’ self-efficacy is the nurses’ judgment of their capabilities to provide quality care to
patients and families during serious illness at or near EOL (Desbiens et al., 2012).
Patient and family barriers are the observable reactions to palliative and EOL care by patients
and patients’ family members, such as expressed prognosis expectations, disagreements about
care goals, and refusal to forgo life-sustaining treatments (Nelson et al., 2006) .
Institutional/unit factors are the factors within the nurses’ work environment which impact the
delivery of PC such as suboptimal space for meeting with families, insufficient continuity of care,
lack of PC services, and inadequate support services for families, among others (Kirkpatrick et
al., 2017; Nelson et al., 2006)
Self- reported PC practices is the level of self-reported adherence to recommended clinical
practice guidelines in PC interventions (Nakazawa et al., 2010)
Chapter Summary
PC is interdisciplinary and multidimensional care which is appropriate for patients experiencing
serious illness across the trajectory of the illness, from time of diagnosis to the EOL. Both primary PC,
provided by nonpalliative care nurses, and specialty PC, provided by PC nurses, focus on relief of
suffering from the physical, mental, emotional, and spiritual symptoms and stress of a serious illness. PC
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is built on the foundations of hospice nursing and is deeply rooted in the nursing profession. The essence
of PC, relief from suffering, is at the core of what nurses do. The benefits of PC are profound; however,
PC referrals and nurses’ provision of PC practices, particularly in the acute care setting, are lacking. This
is due in part to the complex factors nurses must navigate in order to provide PC. Our understanding of
how these factors interact to influence nurses’ PC practices is limited. The aim of this study was to
understand the factors that influence acute care nurses’ self-reported PC practices using a comprehensive,
innovative approach. Ultimately, by increasing our understanding we can continue to advance and
promote PC practice utilization, thereby improving the quality of life of patients and families across the
trajectory of serious illness.
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CHAPTER 2
REVIEW OF THE LITERATURE
Chapter two presents an overview of the literature and theoretical framework which support this
study. The literature reviewed for this proposal included published research and professional organization
guidelines related to PC practices. Several electronic databases including the Cumulative Index to
Nursing and Allied Health Literature (CINAHL), Web of Science, Academic Search Premier,
ScienceDirect, ProQuest, Cochrane Library, Wiley Online Library, PubMed, and Ovid were queried.
Most terms were searched with the limitations of “peer-reviewed,” “articles,” available in full-text and the
English language, and published between the years of 2000-2021. Search terms included: palliative care,
end of life care, nursing, practices, barriers, facilitators, consults, acute care, benefits, outcomes,
guidelines, utilization, education, referrals, and competence. Furthermore, keywords and phrases were
searched using Boolean operators as necessary. Articles were then reviewed for content relevance and
themes. Additional studies were identified by searching reoccurring terms and phrases discovered during
article review and by hand searching the reference lists of all relevant studies. Also, websites for relevant
professional organizations were searched for guidelines, recommendations, reports, and selected
evidence. Relevant literature was synthesized into four main categories: benefits of PC, challenges to
access and delivery of PC, influencing factors to nurses’ PC practices, and limited studies on the scope
and frequency of nurses’ self-reported PC practices.
Benefits of PC
PC is patient- and family-centered, interdisciplinary care that improves quality of life by
alleviating suffering throughout the trajectory of serious illness. Advancements in technology have
increased survival rates for those with serious illness and injury. Therefore, more patients are living with
serious illness than ever before and requiring specialized care which relieves suffering, supports patient
autonomy, and promotes quality of life, as well as quality of dying (ANA & HPNA, 2017).
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Patient and Family Related Outcomes
PC leads to significant improvements in quality of life, symptom burden, emotional well-being,
and family satisfaction, especially when integrated early in the illness trajectory (Ahluwalia et al., 2018;
Kavalieratos et al., 2016; Rogers et al., 2017; Sidebottom et al., 2015; Temel et al., 2010). The evidence
to support the effect of PC on improved quality of life is robust with multiple systematic reviews and
randomized controlled trials. A comprehensive systematic review (Ahluwalia et al., 2018) conducted to
support the 4th edition of the National Consensus Project Clinical Practice Guidelines for PC reported
consistent findings from seven other systematic reviews that interdisciplinary PC results in improved
patient quality of life. Of note, the included systematic reviews reflected outcomes of patients living with
various serious illnesses including but not limited to cancer and advanced heart failure. In one randomized
trial, Sidebottom et al. (2015) observed PC consults for hospitalized patients with acute heart failure
resulted in significant improvements in quality of life, symptom burden, and depressive symptoms
compared to the control group. 232 patients were randomly assigned to an intervention group or control
group. The intervention group received a PC consult from the PC team as well as follow up appointments
as needed which included symptom burden assessments, spiritual/psychosocial assessments, coordination
of care planning, and recommendations for current and future care. At one- and three-months postintervention, the intervention group had more significant improvements than the control group (p < .001).
This study was the first randomized trial of heart failure and PC, and despite being underpowered and
limited to patients in the acute care setting of one hospital who were not in critical care, the results
support the inclusion of PC in the management of patients living with serious illnesses other than cancer.
In another similarly designed randomized trial (Palliative Care in Heart Failure [PAL-HF]) conducted by
Rogers et. al (2017), 150 hospitalized patients with heart failure were randomly assigned to PC plus their
usual care or usual care alone. The PC plus usual care (intervention) group demonstrated significantly
higher improvements in quality of life and symptom burden than the usual care group, particularly at the
three- and six-month points. This finding further supports the early integration of PC which allows for
development of patient-provider relationships and continuity of care across the timeline of the illness
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(Rogers et al., 2017). Similar results were found in another study on patients with metastatic non-smallcell lung cancer in an outpatient setting. Patients randomized to receive early PC integrated with their
standard oncologic care received at least one visit with the PC service within 12 weeks; however, the
average number of visits was four (range, 0-8). At 12 weeks post randomization, patients in the early PC
group had significantly lower rates of depression, better quality of life, and better mood scores, as well as
less aggressive care at EOL (p <0.05). Despite having less aggressive care, the patients who received
early PC lived significantly longer (11.6 months vs. 8.9 months, p=0.02) (Temel et al., 2010). Patientreported quality of life is enhanced, and symptom burden reduced by early, interdisciplinary PC as
evidenced by a number of well-designed, rigorous studies and reviews.
Increased Family Satisfaction
In addition to the patient-reported positive outcomes of PC, increased family satisfaction with
care is another outcome positively associated with PC across multiple settings (Casarett et al., 2008;
Gelfman et al., 2008; Kaufer et al., 2008). Gelfman et al. (2008) interviewed 149 family members of
patients who died at a single facility to assess their perceived quality of care at the EOL. Approximately
one-third of the patients had received PC during their hospital stay while the remaining received usual
care. Families of patients who received PC reported their emotional and spiritual needs were met
significantly more than family members of those who received usual care, 65% and 35% respectively (p =
0.004). Additionally, PC patients’ family members reported confidence in one or more self-efficacy
domains significantly more than usual care patients’ family members (p = 0.03) (Gelfman et al., 2008).
In a study conducted by Kaufer et al. (2008), families of patients who died in an urban medical
ICU were contacted and interviewed by phone using the Family Satisfaction with Care Questionnaire to
assess aspects of the family’s perspective and satisfaction with care at EOL. Families of patients who died
before a PC focused intervention was implemented were included in the pre-intervention group, and
families whose loved ones received the intervention which emphasized PC comprised the postintervention group. Results showed significant (p < 0.05) improvements in multiple areas of family
satisfaction such as health care provider communication and competence, overall satisfaction,
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accessibility of information, involvement in decision making, and satisfaction with the death and dying
process. Despite a relatively low sample size and limited reproducibility, the findings support the benefits
of PC in improving family satisfaction with care.
In another study, Casarett et al. (2008) developed a quality measure called FATE (Family
Assessment of Treatment at End of Life) and using this measure, found that families of patients who were
seen by a PC service had significantly better scores in domains such as well-being and dignity,
information and communication, respect for treatment preferences, emotional and spiritual support,
management of symptoms, among others.
In all, the evidence to support the impact of PC on family satisfaction is limited and less robust
with fewer systematic reviews and randomized controlled trials than the evidence to support patientcentered outcomes such as quality of life, symptom burden, and well-being. Additionally, in studies
measuring outcomes of PC, family satisfaction is not always included and may be difficult to measure due
to availability of contact information.
Cost and Efficiency Outcomes
In addition to improving patient and family focused outcomes such as quality of life, symptom
burden, and family satisfaction with care, PC reduces avoidable spending and utilization across multiple
settings, including inpatient (Center to Advance Palliative Care, 2019b). Patients who receive PC,
especially early PC, are hospitalized less and have reduced hospital costs by preventing symptom crises,
ensuring plans of care are congruent with patients’ goals, and comprehensive, inclusive communication
among health care team members (Adelson et al., 2017; Fitzpatrick et al., 2018; Gade et al., 2008; May et
al., 2017, 2018; Morrison et al., 2011).
Reduced Inpatient Hospital Costs
A meta-analysis of six articles revealed that PC consultation within three days of hospital
admission significantly reduced costs for patients with life-limiting illness (May et al., 2018). PC
consultations are associated with reductions of $3,237 per admission, on average, and even higher
reductions in costs are seen with cancer patients, $4,251. If patients have four or more diagnoses, cost16

savings are $4,865 on average. For a mid-sized hospital that conducts 500 PC consults each year, it can
mean a savings of more than $1.6 million annually (Center to Advance Palliative Care, 2019b; May et al.,
2018).
In another study which supports early PC, Fitzpatrick et al. (2018) compared the economic impact
of early PC consultation (within three days of hospital admission) and late PC consultation (greater than
three days after admission) for patients hospitalized at one hospital. Early PC referral was correlated with
significant reductions in costs and hospital length of stay. Patients who received early PC consultation
had an average length of stay of 6.09 days versus 16.5 days for the patients who received late PC
consultation (p < 0.001). The early PC patients were significantly more likely to be admitted to an
outpatient hospice compared with the late PC patients (p = 0.005). The reduced costs were likely
attributable to the reduction in length of stay. This is supported by the findings from a study conducted by
May et. al (2017) which found that 63% of cost savings from early PC consultations for patients with
advanced cancer were associated with shorter length of stay.
Similarly, a study on Medicaid patients with serious and advanced illnesses in four hospitals in
New York found that patients who received PC versus usual care incurred on average $6,900 less in
hospital costs per admission (Morrison et al., 2011). As noted by the author, nearly 60% of all Medicaid
spending is spent on acute hospital care, and the sickest 5% of patients account for 57% of all Medicaid
spending. The PC provided to patients in the four hospitals included in the study accounted for just 4% of
their admitted Medicaid patients and resulted in an annual cost saving of over $800,000. The cost savings
highlight the benefits of PC on alignment of patient goals with the plan of care and reduction of escalation
of care, including use of critical care.
Improved Efficiency
The cost savings noted in the literature are closely linked to reduced length of hospital stays, care
planning to align with patient goals for care, transition of care planning, and reduced unnecessary tests
and treatments (May et al., 2017). Additionally, patients who receive a PC consultation have fewer 30day hospital readmissions, which is a positive outcome for patients, families, and facilities (Adelson et al.,
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2017; Barkley et al., 2019). One prospective cohort study examined the outcomes of an automatic PC
consultation model for patients with solid tumors admitted to a hospital oncology unit and found the
patients who received an automatic PC consultation upon admission to the hospital had a significantly
reduced 30-day readmission rate compared with the preintervention group who did not receive a PC
consultation, 18% and 35% respectively (Adelson et al., 2017). Similar results were found by Barkley et.
al (2019) in their retrospective study of hospitalized adult patients with varied diagnoses across eight
hospitals. Readmission rates were significantly reduced for patients who received a PC consult, especially
those who received the consult within six days of admission. This further supports the early integration of
PC for hospitalized patients experiencing serious illness.
In conclusion, PC is an evidence-based and effective, yet underutilized, model of care that this
study aims to address by advancing our knowledge regarding the factors which influence nurses’
incorporation of PC practices into their nursing practice. Despite the significant body of evidence that
validates the benefits of PC, timely referrals, proper delivery, and access continue to be a challenge.
Challenges to Access and Delivery of PC
Timely referrals to PC and delivery of PC in the acute care setting are lacking despite robust
evidence for improving quality and clinical outcomes, such as improved quality of life, increased family
satisfaction with care, reduced symptom burden, and enhanced emotional well-being (Ahluwalia et al.,
2018; Center to Advance Palliative Care, 2019b; Rogers et al., 2017; Sidebottom et al., 2015; Temel et
al., 2010), as well as reduced inpatient hospital costs and improved efficiency (Adelson et al., 2017;
Barkley et al., 2019; Fitzpatrick et al., 2018; Gade et al., 2008; May et al., 2017, 2018; Morrison et al.,
2011). In the recently released report from the Center to Advance Palliative Care (CAPC) and the
National Palliative Care Research Center (NPCRC) on the status of PC in U.S. hospitals, key findings
reveal that despite advances in PC, our health care delivery system does not meet the needs of patients
and families living with serious illness (Center to Advance Palliative Care, 2019a). Linear growth in the
number of hospitals with PC teams in the U.S. is promising with 72% of hospitals with more than 50 beds
reporting a PC team, an increase from 67% in 2015 and less than 10% in 2011. However, geographic
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location and tax status (for-profit, nonprofit, or public) are significant predictors of access to PC.
Specifically, only 17% of rural hospitals with 50 or more beds have a PC program with states in the
south-central U.S. identified as those most in need of improvement in access to PC. Also, nonprofit
hospitals are significantly more likely to have PC programs than for-profit hospitals (82% compared to
35%) (Center to Advance Palliative Care, 2019a).
Importantly, improving the delivery of PC to patients and families living with serious illness
relies on more than just access. Additional barriers identified by CAPC and NPCRC (2019a) include an
inadequate PC workforce, insufficient financing, gaps in the evidence-base to support clinical guidelines,
insufficient clinical training, and lack of public and clinician awareness of the benefits of PC.
Congruently, Reville et al. (2010) found that the PC team was only consulted for 8% of hospitalized
patients with lung cancer, and the consults were mainly to address EOL issues. In fact, most (84%; N=25)
of the patients referred to PC in this retrospective review died during that admission to the hospital or
were discharged to hospice compared with just 20% (N=20) of patients not receiving PC. This highlights
a common misconception among healthcare providers that PC is limited to those patients at or near EOL
despite recommendations for PC referral at time of diagnosis and integration throughout course of
treatment and illness trajectory by The National Comprehensive Cancer Network and other professional
organizations such as the American Society of Clinical Oncology and the National Consensus Project for
Quality Palliative Care (Dans et al., 2017; Reville et al., 2010). Similarly, in a study on older (66 years of
age and older) Medicare patients with pancreatic cancer, PC referrals happened very late in the course of
the disease and with patients who were sicker; nearly one-third of patients died within one week of the
initial PC consult (Bhulani et al., 2018).
PC encompasses high quality, holistic care appropriate throughout the course of illness, not just at
EOL. Access and timely utilization of PC remains inadequate to meet the needs of patients and families
living with serious illness despite the literature being rich with evidence to support the benefits of PC and
positive impacts on clinical and quality outcomes. PC improves clinical outcomes and efficiency while
reducing patient suffering as well as inpatient hospital costs and readmission rates, and nurses are
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providing the most direct patient care. Therefore, an understanding of the complex interplay of factors
nurses navigate as they care for patients during serious illness and at EOL is critical to increase and
improve nurses’ PC practices in the acute care setting.
Nurses’ PC Practices
While PC consultations provide formalized integration of PC into the patient’s care team, nurses
can incorporate certain practices that are PC-focused such as comprehensive pain and symptom
assessment and management, emotional and spiritual support, and enhanced communication with patients
and families into their bedside practice, regardless of specialty or setting. In a joint position statement
from the American Nurses Association (ANA) and the Hospice and Palliative Nurses Association
(HPNA), Call for Action: Nurses Lead and Transform Palliative Care, they called for primary palliative
nursing to be delivered by every nurse in any setting. Primary palliative nursing is defined as
“fundamental care of patients with serious or life-threatening illness or injury and their families provided
by nonpalliative care specialty registered nurses” which “optimizes quality of life by anticipating,
preventing, and treating suffering (ANA & HPNA, 2017). Patients living with serious illness are cared for
by nurses in a variety of settings such as inpatient, outpatient, and home health. As patients live longer
with their serious illness, they are likely to experience exacerbations and complications which bring them
to the acute care setting. Nurses in acute care often care for patients who are experiencing serious illness
and may be anywhere along their illness trajectory. General medical-surgical, critical care, oncology, and
the emergency department are a few examples of nonpalliative areas where nurses may provide PC.
Importantly, many nurses working in nonpalliative care areas have little to no explicit training in PC
which can be one of the barriers to optimal PC utilization. However, nursing care involves alleviation of
suffering, advocacy, and psychosocial support by nature of the discipline; therefore, nurses have the
foundational support to build their PC practices with further education and training (ANA & HPNA,
2017). As evidence and support for the use of PC with seriously ill patients across illness trajectories and
settings increases, it is essential to understand the factors that influence how often nurses implement PC
in their practice.
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Influencing Factors to Nurses’ PC Practices
Several factors influence nurses’ incorporation of PC into their bedside practice, such as lack of
palliative and EOL care preparation and knowledge (Anderson et al., 2016; Aslakson et al., 2012; Attia et
al., 2013; Friedenberg et al., 2012; Ganz & Sapir, 2018; Ranse et al., 2016), nurse/provider attitudes
toward PC and EOL care (Attia et al., 2013; Bloomer et al., 2013; Granek et al., 2013; McDarby &
Carpenter, 2019), nurses’ self-efficacy (Desbiens et al., 2012; Henderson et al., 2016; Kurnia et al., 2019;
ten Koppel et al., 2019), patient/family barriers (Beckstrand & Kirchhoff, 2005; Ganz & Sapir, 2018;
Heaston et al., 2006), and institutional/unit factors (Attia et al., 2013; Bloomer et al., 2013; Heaston et al.,
2006; Whelan, 2016). However, our understanding of how these influencing factors interact and affect
nurses’ self-reported PC practices has been limited because past studies have identified influencing
factors to PC (Aslakson et al., 2012; Attia et al., 2013; Beckstrand et al., 2008, 2012, 2017; Dalberg et al.,
2018; Friedenberg et al., 2012; Kirchhoff & Beckstrand, 2000; McDarby & Carpenter, 2019; Midtbust et
al., 2018; Nelson et al., 2006; Ziehm et al., 2016) or investigated each of these factors in isolation
(Wysham et al., 2017) rather than using a comprehensive perspective to understand how these factors
collectively influence practice. For example, in one mixed methods study, Wysham et al. (2017)
examined the attitudes of critical care physicians and nurses toward PC delivery in the critical care
environment but did not implicate the findings to PC practice. Previous identification of influencing
factors to PC was informative to the proposed study, but these data did not address the collective effect on
clinical practice. Furthermore, while many studies have used a qualitative methodology to identify
influencing factors to PC, this method does limit reproducibility of findings (Aslakson et al., 2012; Attia
et al., 2013; Brooks, Manias, & Nicholson, 2017; Dalberg et al., 2018; Granek et al., 2013; McDarby &
Carpenter, 2019; Midtbust et al., 2018). A valid and reliable instrument developed by Kirchhoff and
Beckstrand (2000) is often used to assess perceived barriers and supportive behaviors; however, most data
analysis is limited to descriptive statistics (Beckstrand & Kirchhoff, 2005; Nelson et al., 2006).
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Lack of Education, Experience, and Knowledge
Perhaps the most frequently cited barriers to PC are lack of education, experience, and knowledge
(Anderson et al., 2016; Aslakson et al., 2012; Attia et al., 2013; Friedenberg et al., 2012; Ganz & Sapir,
2018; Ranse et al., 2016). Anderson et al. (2016) surveyed 598 critical care nurses to describe their
perspectives on their involvement in PC communication and identified the most frequently cited barrier as
the need for more training in PC communication with 66% of nurses agreeing or strongly agreeing it was
a barrier. Similarly, Attia et al. (2013) and Aslakson et al. (2012) used qualitative methodologies to
explore perceptions of barriers and facilitators to EOL communication and PC, and found lack of
education and skills to be significant barriers. Both studies included critical care nurses only. Friedenberg
et al. (2012) surveyed medical residents, critical care fellows, attendings, and nurses to identify barriers to
providing quality EOL care in the critical care environment and how the barriers differ by level of
training and/or discipline. Insufficient training in EOL care was noted by all groups as a large or huge
barrier with residents reporting it as a barrier less frequently (20%) than attendings (62%), fellows (55%),
or nurses (36%) (p = 0.001). Additionally, in a survey of critical care nurses, Ganz et al. (2018) found
perceived lack of PC education to be the most frequent and intense barrier to PC and EOL care.
Congruently, Ranse et al. (2016) surveyed Australian nurses and found higher levels of preparedness and
access to educational opportunities were associated with more frequent PC practices. Nurses who reported
higher levels of preparedness in EOL care and more opportunities for EOL care knowledge acquisition
were more likely to engage in family communication and other interpersonal care. Of note, most of these
studies focused on nurses working in critical care (Aslakson et al., 2012; Attia et al., 2013; Friedenberg et
al., 2012; Ganz & Sapir, 2018; Ranse et al., 2016); and therefore, the findings may not be generalizable to
the broader acute care population.
Nurses’ Self-Efficacy
Nurses’ self-efficacy, or perceived competence, in providing palliative and EOL care influences
the PC interventions nurses perform. The Shared Theory of PC developed by Desbiens et al. (2012)
combines aspects of Albert Bandura’s Social Cognitive Theory (SCT) and Orem’s conceptual model and
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asserts that nurses’ perceived competence in PC directly influences their ability to provide PC.
Furthermore, PC perceived competence is considered a determinant of high-quality palliative nursing care
(Desbiens et al., 2012).
Schlairet (2009) surveyed nurses in one southeastern state (N=567) and found less than half of
respondents reported their perceived knowledge/skill level as “competent” or “very competent” in more
than twenty EOL care areas. Participation in EOL care continuing education was positively associated
with more positive attitudes and beliefs, knowledge and skill, and self-perceived competence (Schlairet,
2009). The study did not ask about nurses’ level of experience caring for dying patients which would have
added an additional piece of analysis to explain the varied levels in nurses’ perceived knowledge and
skill.
Importantly, experience is a primary source of self-efficacy (Bandura, 1997). For instance,
Billings et al. (2009) surveyed medicine residents and found clinical experience providing EOL care was
a significant predictor of self-perceived competence in providing EOL care. Evenblij et al. (2019)
surveyed Dutch nurses and care assistants in a variety of settings with an aim to identify determinants of
high self-efficacy in EOL communication. Age > 36 was one of the determinants of high self-efficacy,
and the authors asserted that this was most likely due to having more experience providing PC and
discussing EOL issues (Evenblij et al., 2019). While this may be intuitively accurate and supported by a
collinear relationship in this study, age does not always indicate more experience in providing palliative
and EOL care. Therefore, it is prudent to analyze the variables as distinct concepts unless large
collinearity is replicated in the current study. The findings from Evenblij et al. (2019) and Billings et al.
(2009) support the relationship between experience and self-efficacy although the scope may be limited
due to focusing on just one discipline or one aspect of palliative and EOL care practice such as
communication.
Nurse/Provider Attitudes
Nurse/provider attitudes are also frequently cited as influencing factors of PC and EOL care
(Attia et al., 2013; Bloomer et al., 2013; Granek et al., 2013; McDarby & Carpenter, 2019). Granek et al.
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(2013) interviewed oncologists about communication at EOL and found physician factors, such as
difficulty with treatment and palliation, diffusion of responsibility, and personal discomfort with death
and dying, as well as institutional factors, such as stigma around PC, lack of protocol around EOL issues,
and lack of tools and training, to be major barriers. Furthermore, participants discussed what seemed to be
contradictory goals when treating a patient and providing PC at the same time. This was reported as a
difficulty that prevented them from discussing EOL issues with the patient. Participants also explained
that discomfort in discussing death and dying comes from a taboo about addressing EOL in the context of
oncology care.
Similarly, McDarby & Carpenter (2019) interviewed PC consultation team providers as well as
nonpalliative care providers about PC and found attitudes about PC to be a primary barrier to effective
inpatient PC consultations. Specifically, nonpalliative care providers reported PC is often perceived as a
last resort signaling futility and failure as well as a belief in maintaining self-sufficiency in the
management of patients’ care. Providers recommended educational strategies to facilitate a better
understanding of the full scope of PC as well as development of stronger relationships between PC and
nonpalliative care providers (McDarby & Carpenter, 2019).
Attia et al. (2013) interviewed nurses about their perceptions of barriers to EOL care in critical
care and reported physician attitudes toward pain control and avoidance of family conversations as major
barriers. Of note, nurses’ attitudes toward EOL care were not identified as barriers. The nature of selfreport bias may have been a factor and limitation.
Bloomer et al. (2013) used observation and follow-up focus groups and interviews to study
nurses’ recognition and responsiveness to dying patients in the hospital. Patients in PC units and critical
care units were excluded. Nurses often took a passive role in recognizing patients who were dying and the
time from recognition of dying to death was short. Power differential and difficulty with communication
between nurses and doctors was noted as a barrier to the provision of EOL care, and nurses perceived
they had little influence on EOL care and made no attempt to change the focus of care to be more
supportive of the dying process. Additionally, the authors also noted that nurses appeared to experience
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death anxiety manifested as frantic activity in the immediate time frame before a patient’s death, and the
focus on tasks were a way to disengage and cope. This study provided insight into how nurses react to
dying patients. While informative to the current study, generalizability to nurses’ PC practices is limited
because the focus was solely on patients who were actively dying.
While nurses’ attitudes and perceptions of EOL care are frequently studied using qualitative
approaches, there is a widely used measure developed by Frommelt (1991) called the Frommelt Attitude
Toward Care of the Dying Scale (FATCOD) which has been used to measure nursing students’ attitudes
and preparedness toward care of dying persons (Henoch et al., 2017; Smothers et al., 2019) as well as
nurses’ attitudes and preparedness (Lange et al., 2008). Lange et al. (2008) surveyed oncology nurses
using the FATCOD and found nurses are not always comfortable caring for dying patients; however, they
typically reported a generally positive attitude, especially nurses with more years of work experience.
Similarly, Braun et al. (2010) found overall positive attitudes among oncology nurses and a mediating
role of death avoidance was identified in the relationship of fear of death and attitudes toward care of the
dying.
Overall, when attitudes toward care of dying patients are self-reported, they are generally
positive; however, perceived attitudes of interdisciplinary team members are frequently cited as a barrier
to PC delivery. Additional research into attitudes of acute care nurses toward care of the dying in the U.S.
is needed.
Patient and Family Barriers
Patient and family barriers to PC are another influencing factor of PC (Attia et al., 2013;
Beckstrand et al., 2017; Beckstrand & Kirchhoff, 2005; Boyd et al., 2011; Ganz & Sapir, 2018; Heaston
et al., 2006). Beckstrand et al. (2005) found critical care nurses’ biggest obstacle to providing EOL care to
patients involved family members’ actions that take the nurse away from the patient’s care. Specifically,
family members and friends continually calling the nurse for updates on the patient’s condition rather
than calling the designated contact person had a mean score of 4.02 on a scale of 0 (not an obstacle) to 5
(extremely large obstacle) (Beckstrand & Kirchhoff, 2005). Attia et al. (2013) also found this to be a
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major barrier with 62.9% of critical care nurses surveyed (n = 44) indicating that families continually
calling for updates constituted a severe barrier to providing EOL care. Additionally, families not
understanding the meaning of life-saving treatment was identified as a severe barrier by 65.7% of
surveyed nurses (n = 46). Similar results were found by Beckstrand et al. (2008) when they surveyed
emergency department nurses and found one of the largest perceived obstacles to EOL care involved
family members’ lack of understanding of life-saving measures. Heaston et al. (2006) also surveyed
emergency department nurses and found a major obstacle to EOL care to be nurses having to deal with
angry family members. In 2017, Beckstrand et al. found that family-related obstacles such as family not
understanding what the phrase “lifesaving measures” means, providing lifesaving measures per family’s
request when not aligned with patient’s advance directive, family not accepting patient’s prognosis,
family arguments about the use of life support, and not enough time to provide EOL care due to being
focused on lifesaving measures, increased over time when compared to an earlier study (Kirchhoff &
Beckstrand, 2000).
In another study, Ganz and Sapir (2018) had similar findings that the most frequent and intense
barriers to providing quality palliative and EOL care reported by critical care nurses were associated with
patients and families. Examples include families not accepting the patient’s prognosis, family arguments
about goals of care, and having to manage difficult family situations while caring for the patient (Ganz &
Sapir, 2018). Similar findings to Beckstrand et al. (2008, 2017), Attia et. al (2013), and Ganz and Sapir
(2018) were found by Boyd et al. (2011) in small, descriptive study of oncology nurses; i.e., lack of
patient and family member acceptance of prognosis was the most important barrier to discussion of
hospice and EOL care.
Institutional/Unit Factors
Lastly, institutional/unit factors, such as heavy workload, lack of protocols and referral processes,
and physical environment, represent other significant influencing factors to the provision of palliative and
EOL care in the acute care setting (Attia et al., 2013; Granek et al., 2013; Heaston et al., 2006; Whelan,
2016). Heaston et al. (2006) found that emergency nurses’ heavy workload and poor design of the
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department (which does not allow for patient and family privacy) were identified as major obstacles to
EOL care. Congruently, Attia et al. (2013) surveyed critical care nurses and found the top items perceived
as severe barriers to providing EOL care to patients and their families were related to the critical care
environment, namely nurses’ heavy workload (81%, N=57) and poor ICU design (67%, N=47).
Treatment policy, specifically not considering the nurses’ opinion regarding patient care, was also a
severe perceived barrier by 50% (n=35) of nurses.
Other institutional factors such as lack of supportive organizational structures and processes
constitute additional barriers. Granek et al. (2013) and Whelan (2016) identified lack of EOL care
protocols and referral processes to be significant barriers through interviews with oncologists. Limited
size and lack of heterogeneity in the sample reflects limitations in the studies. A further analysis into the
impact of care protocols and established referral processes would add to the knowledge base. As
previously noted, another issue related to institutional/unit factors is that not all hospitals have PC
services. According to a 2016 study, nearly one-third of hospitals with more than 50 beds in the United
States do not have a palliative program. PC access is inconsistent with significantly fewer hospitals in the
South and for-profit hospitals reporting PC programs (Dumanovsky et al., 2016). Although access to PC
is increasing across the U.S., it remains limited and inadequate to meet the needs of patients and families
with serious illness, and an inadequate (in number) PC workforce, insufficient financing, gaps in the
evidence-base to support clinical guidelines, insufficient clinical training, and lack of public and clinician
awareness of the benefits of PC have been identified as additional institution-related barriers to early and
frequent integration of PC (Center to Advance Palliative Care, 2019a).
Collectively, these findings indicate the identification of influencing factors to PC; however, the
approach of these studies has been limited, identifying single factors. Furthermore, most of the studies
focus on specialized areas, such as critical care and oncology, which limits the generalizability to the
broader acute care setting. In contrast, the current study used a comprehensive approach by investigating
the influence of multiple factors and examining the relationship of these factors to the PC practices of
acute care nurses.
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Scope and Frequency of Self-Reported PC Practices
Past studies have focused primarily on nurses’ self-perceived competency with PC rather than
actual practice or performance as an outcome. Self-perceived competence reflects one’s perceived ability
to perform an action (Desbiens et al., 2012). For example, Lippe et al. (2019) recently studied nursing,
social work, and medical students’ PC self-perceived competence following a PC simulation intervention
using a newly developed instrument, the Competencies and Recommendations for Educating
Undergraduate Nursing Students- Perceived Competence (CARES-PC), and found that self-perceived
competence increased for nursing and social work students following the intervention, but not for medical
students. Also, Montagnini et al. (2018) studied healthcare professionals’ self-perceived competence
using a survey to determine preparedness for the provision of EOL care in the hospital setting, and found
that self-perceived competence varied among disciplines. Specifically, physicians scored significantly
higher than nurses on self-perceived competencies of EOL care attitudes and behaviors, including
communication (Montagnini et al., 2018). The current study challenged current research on nurses’ PC
practices to shift from a self-perceived competency approach to a self-reported practice approach. A selfreported practice approach, despite the inherent response bias, will more accurately reflect actual practice
and patient care delivery than self-perceived competence.
In addition, other studies (Bradley et al., 2001; Nakazawa et al., 2010; Ranse et al., 2016) have
examined PC practices but were limited in scope or generalizability. For example, Ranse et al. (2016)
studied factors associated with critical care nurses’ engagement in EOL care practices. Specific factors
associated with more frequent EOL practices were higher levels of preparedness, access to knowledge
advancement opportunities, nurses’ positive attitudes toward EOL care, patient and family-centered care,
emotional support for nurses, availability of sufficient space and equipment, and adequate time. However,
the study focused on critical care nurses and EOL care practices specific to the critical care setting which
prevents generalization to other practice areas, such as acute care in general. Similarly, Bradley et al.
(2001) developed a brief checklist of PC practices to examine the reported use of PC practices by nurses
caring for terminally ill patients in the acute care setting and found that despite reporting inadequate
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training and knowledge about hospice and PC, nearly 89% of nurses use PC practices but only half report
ever discussing hospice and PC with patients and families. These results were congruent with Anderson et
al.’s (2016) findings in that one third (33%) of critical care nurses surveyed reported rarely or never
discussing PC with families, with a need for more training cited as the most frequent barrier (66%).
Bradley et al. (2001) also found that medical and oncology acute care nurses with ten or fewer years of
experience reported more frequent use of PC practices. In contrast, Nakazawa et al. (2010) revealed more
experience caring for terminally ill patients was associated with more frequent use of PC practices by
acute care nurses. Collectively, these findings indicate that we have limited knowledge regarding the
scope of PC practices in the acute care setting, and we have no knowledge regarding the frequency of
acute care nurses’ PC practices.
Theoretical Framework
Albert Bandura’s Social Cognitive Theory (SCT) served as a theoretical framework for this study.
SCT describes the dynamic influence of various factors, categorized as personal and environmental, on
individual behavior. Additionally, SCT posits that the human mind creates determinative thoughts about
future behaviors or courses of action based on functional value to continually changing situations
(Bandura, 1999). This is relevant to nursing practice and congruent with the decision-making processes of
nurses, who are continually formulating thoughts and executing actions in response to changing
conditions.
Personal Factors
Personal factors are described as internal, cognitive, and unique factors to the individual
(Bandura, 1999). In alignment with SCT, the personal factors in this study included palliative and EOL
care education and experience, palliative and EOL care knowledge, nurses’ attitudes toward care of the
dying, and nurses’ self-efficacy. Importantly, individuals' beliefs in their own self-efficacy influence
whether or not they will perform a behavior. In fact, Bandura (1999) asserts, “unless people believe that
they can produce desired effects by their actions they have little incentive to act or to persevere in the face
of difficulties,” (p. 28).
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Self-efficacy, defined as people’s judgments about their capabilities to perform particular tasks, is
central to human behavior. According to Bandura (1997), there are four main sources of self-efficacy:
mastery experiences, observation of others (vicarious experiences), forms of persuasion, and
physiological and affective states. Mastery experience is the most influential source of self-efficacy
because it is the most direct and personal, and it reflects an individual’s ability to succeed in completing a
task or behavior. Past successes raise self-efficacy beliefs, and past failures lower self-efficacy beliefs.
Also, repeated early successes build a strong foundation for self-efficacy which is protective against the
negative effects of later failures. So, later failures do not have as negative of an effect on self-efficacy as
early failures. Furthermore, mastery experience is the most effective way to develop a strong sense of
self-efficacy (Artino, 2012).
Congruent with the theoretically supported relationship between experience and self-efficacy,
nurses’ self-efficacy was hypothesized to have a mediating effect on the relationship between nurses’
palliative and EOL care experience and the outcome variable, nurses’ self-reported frequency of PC
practices in this study. Other independent variables in this study may intuitively seem related to selfefficacy (knowledge, education, etc.); however, experience is the only variable with clear theoretical
linkage and is represented in the study model (Figure 1).
Observation of others (vicarious experience) is another primary source of self-efficacy by which
individuals observe others’ successes and cultivate the belief they can also succeed (Artino, 2012;
Bandura, 1997). This is congruent with nursing practice in that much of nursing practice is learned
through observation of other nurses role-modeling behaviors. The third primary source of self-efficacy,
verbal and social persuasion, is frequently used in education and training but must be used cautiously as it
can have the opposite effect if perceived as unauthentic and overly optimistic (Artino, 2012). Lastly,
personal affective and physiological responses during performance of behaviors is a source of selfefficacy. How a person responds to stress, emotionally and physically, is cognitively appraised by the
individual and can affect their self-efficacy either positively or negatively (Artino, 2012; Bandura, 1997).
For example, if a nurse provides EOL care to a patient and their family and experiences a high level of
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emotional and physiological stress (increased heart rate, sweating, shaking, nervous thoughts, etc.), it may
negatively affect their perceived self-efficacy in providing EOL care, even if their care was appropriate
and correct. Conversely, if they experience a sense of calm without an exaggerated physiological stress
response, they may increase their belief in their ability to provide EOL care.
Environmental Factors
Environmental factors are described as factors external to the individual which impact one’s
behavior (Bandura, 1999). Environmental factors in this study included institutional/unit factors and
patient/family barriers. The institutional/unit factors and patient/family barriers are variables outside of
the nurse’s control. They influence the nurse’s behavior but since they are not internal, they are not easily
changed.
Behavior
Behavior is the response of the individual to the various influencing factors (Bandura, 1999) and
is represented in this study as the main outcome variable, nurses’ self-reported PC practices. SCT was a
fitting theoretical framework to guide this study because the main objective of the study was concerned
with determining the influence of various factors, which happened to align well with the key factors in
SCT (personal and environmental), on nurses’ behaviors - self-reported PC practices. The alignment of
factors with the independent variables of interest as well as SCT’s application to understanding human
behavior demonstrate the acceptability of SCT as the theoretical framework for the study. The study
framework is founded on the conceptual descriptions and relationship among the components of SCT.
Each study variable is linked to a specific component of SCT. See Figure 1 for a proposed model of the
project’s concepts and their interrelationships.
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Figure 1
Study Model Using Social Cognitive Theory

Note. Variables are grouped under bolded, underlined factor categories. Bulleted items in parentheses are
the instruments which were used to measure the variables. If there is no bulleted item, the variable was
measured using demographics.
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Chapter Summary
In conclusion, the literature revealed support for the benefits of PC, insufficient PC utilization,
influencing factors to nurses’ PC practices, and limited studies on the frequency of nurses’ self-reported
PC practices. Furthermore, the literature revealed gaps in (a) the understanding of how various identified
factors interact and influence nurses’ PC practices and (b) measurement of the frequency of nurses’ PC
practices. The current study is innovative because it used a comprehensive perspective inclusive of
multiple influencing factors and focused on actual self-reported PC practices of acute care nurses rather
than perceived competency. Albert Bandura’s SCT served as the theoretical framework for the study and
is highly congruent with the proposed relationships among variables. This innovative project aims to yield
study findings that will provide evidence for targeted interventions to increase acute care nurses’ use of
PC practices, thereby increasing and improving the PC delivered to patients during serious illness and at
EOL.
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CHAPTER 3
METHODOLOGY
This chapter describes the research methodology of the study, including: (a) research purpose and
design, (b) sample and setting, (c) inclusion and exclusion criteria, (d) instrumentation, (e) operational
definitions, (f) data collection procedures, (g) data analysis methods, and (f) summary.
Research Purpose and Design
The purpose of this study was to examine the factors that influence the nature and frequency of
self-reported palliative care practices of nurses in the acute care setting by using a comprehensive
approach. This study examined the effect of (a) nurse demographics; (b) nurses’ personal factors (nurses’
palliative and EOL care experience, education, knowledge, and self-efficacy; nurses’ attitudes toward
care of the dying); and (c) and environmental factors (nurses’ perception of patient and family barriers
and institutional/unit factors) on the frequency of acute care nurses’ self-reported PC practices.
Additionally, this study examined the extent to which self-efficacy mediates the relationship between
palliative and EOL care experience and the frequency of acute care nurses’ self-reported PC practices.
A descriptive, cross-sectional design was used for this study. Data collected in this study reflected
participants’ subjective accounts of their perceived experiences and attitudes at one point in time. To
achieve the aims of the study, no follow-up or randomization was necessary; therefore, a cross-sectional
design was appropriate. Also, despite the inherent risk of self-report bias, using self-report measures
provided the most comprehensive data. Measuring the frequency of PC practices through direct
observation or chart review is difficult and unfeasible due to the unpredictable nature of caring for
patients during serious illness and at EOL as well as the often unobservable, interpersonal nature of PC.
Additionally, some of the PC practices are unable to be observed. For example, the outcome item “I
empathize with patients who are experiencing pain,” (Kotula, 2020) is impossible to measure objectively.
Understanding the patient’s situation is a subjective acknowledgement of the individual.
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Sample and Setting
The sample consisted of registered nurses (RNs) working in adult acute care settings in the state
of Nevada. Convenience sampling was used to recruit potential participants via email using a list of all
actively licensed RNs’ email addresses obtained through the Nevada State Board of Nursing. The number
of actively licensed RNs in the state of Nevada during fiscal year 2018/2019 was 56,274 (Nevada State
Board of Nursing, 2019) and included representation of multiple practice settings. Sampling all acute care
RNs in Nevada allowed for representation of various hospital settings, such as community/rural access as
well as metropolitan and teaching hospitals.
Inclusion and Exclusion Criteria
The study inclusion criteria were nurses who:
1. Had an active RN license;
2. Were currently employed in an adult acute care setting for a minimum of six consecutive
months;
3. Currently provided direct patient care;
4. Had experience caring for at least one adult patient with a serious illness, such as cancer or
organ failure.
The study exclusion criteria were RNs who were employed in procedural settings, maternal care,
and behavioral health. The inclusion and exclusion criteria were justified as RNs who have been
employed for less than six months in an adult acute care setting may not have had sufficient opportunity
to care for patients with serious illness. Unit orientation ranges from six to twelve weeks, depending on
the unit, so requiring participants to have at least six months of consecutive experience in the acute care
setting will capture nurses who are not on orientation. Additionally, RNs employed in procedural settings,
such as cardiac catheterization lab, perioperative services, interventional radiology, and endoscopy, have
limited sustained contact with patients and families. Also, RNs employed in maternal care and inpatient
behavioral health are less likely to care for patients with serious illness who are admitted to the hospital
for that reason. PC may certainly be appropriate for some of these patients; however, the nature of the
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patient populations is such that PC would not be as common. RNs employed in community and outpatient
settings likely care for patients with serious illness and may have sustained, direct contact; however, the
focus of the current study was to understand nurses’ PC practices in the acute care setting.
Importantly, while this study focused on the PC practices of nurses caring for adult patients, it is
paramount to note that PC is appropriate and essential across the lifespan. Neonatal and pediatric
populations experience serious, life-threatening illness and can benefit from PC through relief of
suffering, improved quality of life, informed decision making, and care coordination (American Academy
of Pediatrics, 2013). While the core PC model is congruent between neonatal, pediatric, and adult
populations, the nature of neonatal and pediatric PC varies from adult PC in some respects such as
familial/parental involvement. This study focused on the adult patient population; however, the
importance of PC across the lifespan is recognized and appreciated.
Sample Size
Power analysis was conducted by hypothesis (see Table 2 for data analysis plan). Data from an
unpublished pilot study (Kotula, 2020) conducted to translate and validate a tool (Nakazawa et al., 2010)
into the English language to measure the self-reported PC practices of acute care nurses were used to
calculate the estimated sample size needed for hypothesis one. The validated tool, The Palliative Care
Self-Reported Practices Scale- English Version, was used as the main outcome measure in this study.
Exploratory factor analysis, using maximum likelihood method and orthogonal rotation, revealed four
factors from the 18 items. Multivariate modeling was used and the model using the four factors as
dependent variables; gender, race, ethnicity, and type of nursing unit as independent variables; and years
of RN experience as a covariate revealed a maximum adjusted R2 value of 0.72 and was used in the power
analysis for hypothesis one.
For hypothesis one, the estimated minimum sample size to reach a power level at 0.9 and alpha =
0.05 is 138 participants (power level 0.95, minimum sample size = 170; power level 0.8, minimum
sample size = 104). There was limited demographic variability in the pilot study sample, and only “type
of nursing unit” showed potential significant effect on scores. Therefore, in order to test hypothesis one,
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other than the minimum total sample size, a minimum of ten participants in the demographic categories of
gender, ethnicity, race, and type of nursing unit was suggested (H. Song, personal communication, July
23, 2020). Since there are no similar studies in the literature, and pilot studies can be used for estimating
the effect size, the range of small to medium effect size f2 from 0.10 to 0.15 were used to estimate the
power for hypothesis 2 and 0.08-0.15 to estimate the power for hypothesis 3 with a sample size of N =
138 (H. Song, personal communication, July 23, 2020). The power range was 0.75 to 0.92 for hypothesis
2 and 0.85 to 0.99 for hypothesis 3 (H. Song, personal communication, July 23, 2020).
Data Collection
After obtaining institutional review board (IRB) approval and exempt status from the University
of Nevada, Las Vegas (Appendix A), the student principal investigator (PI) contacted the Nevada State
Board of Nursing to request a list of email addresses of actively licensed RNs in the state. An email
(Appendix B) was sent to potential participants which briefly described the online study and inclusion
criteria, assured confidentiality, and provided a link to click on if interested in participating in the study.
The email also included student PI contact information as well as the contact information for the
University of Nevada, Las Vegas Office of Research Integrity. After clicking on the link, the first page of
the Qualtrics® survey was the informed consent. By clicking they agreed, participants acknowledged that
they had read the informed consent and agreed to proceed with the survey. Following the informed
consent, questions related to the inclusion criteria were presented. If a participant provided a response
which disqualified them from the study, the survey automatically concluded. If inclusion criteria were
met, the other demographic questions and variable measures followed. Each page displayed the
appropriate instructions and response options to click on. The survey included a progress bar to indicate
level of completion to the participants. All survey questions were written into Qualtrics® software, and
the student PI collected the data from this software.
Avoidance of participant fatigue is important in survey research. This occurs when participants
become tired of the survey task and the quality of their responses deteriorates toward the end of the
survey or they end the survey prematurely (Lavrakas, 2008). The survey included seven sections:
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screening and demographics (Appendix C), PC practices measure (Appendix D), PC knowledge measure
(Appendix E), attitudes measure (Appendix F), perceived competency measure (Appendix G),
patient/family barriers measure (Appendix H), and institutional/unit factors measure (Appendix I). To
determine the approximate amount of time it would take participants to complete the survey, 13
volunteers (current nurses) completed the entire online survey. Volunteers reported that most items were
short and easy to answer and that the section that took the longest was the PC knowledge measure as it
required the most thought and critical thinking (Appendix E). The length of time to complete the entire
survey ranged from 25 to 35 minutes. Other useful feedback from the volunteers included that the survey
flowed well, there were no technical issues or barriers, and it was not a burden to complete.
To encourage participation, reminder emails were sent to the nurses weekly for three weeks.
Reminder emails included the same information as the original email as well as the study link, but the
subject line was changed slightly to catch the recipient’s attention. One study of graduate students
examining factors impacting online survey response rates found that 75.3% (N = 328) of respondents
agreed they would be bothered if they received more than three reminder emails from researchers (Saleh
& Bista, 2017).
Additionally, all participants who completed the entire survey were offered entry into a drawing
to win an Apple iPad. Also, the first 25 participants to complete the survey were given a Starbucks gift
card. To enter in the drawing and/or to receive the gift card, participants were asked to provide their email
address using a separate survey link. Confidentiality of responses was ensured with no linkage of
responses to provided email addresses.
Data Management Plan
Survey responses were collected and stored using Qualtrics® software protected by a password
created by the student PI. Results are reported in aggregate only. If participants provided an email address
to be entered in the drawing for an iPad or to obtain the gift card, the email addresses were kept separate
from data. No other personal identifiers were collected. Data were extracted from Qualtrics® to SPSS file
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format and saved to a password-protected computer in the student PI’s locked office. Data was backed up
on a flash drive and stored in a locked box.
Instrumentation and Variables
Screening and Demographic Questionnaire
The screening and demographic questionnaire developed by the student PI consisted of 16 items
(5 initial screening questions and 11 demographic questions) (Appendix C). The five inclusion criteria
questions (agreement to proceed with survey, active RN licensure, employment in an adult acute care
setting for a minimum of six months, experience caring for at least one patient with a serious illness, and
type of nursing unit) appeared first. If participants responded with an answer that excluded them from the
survey (from the initial five questions), the survey concluded, they were thanked for their time, and they
were not included in the drawing. Participants who met inclusion criteria were then asked questions
regarding age range, gender, ethnicity, race, years of RN clinical experience, number of terminally ill
patients cared for during career, number of terminally ill patients cared for in the last year, classification
of hospital they practice in, availability of PC team in facility, nurses’ ability to initiate PC
referrals/consults, and type of EOL or PC education received. The questions were categorical, some
dichotomous, with the final question about EOL or PC education allowing participants to select more than
one option. Participants’ responses were dummy coded for statistical analysis. After completion of the
demographic questions, participants progressed to the remaining sections in this sequence: PC practices
measure (Appendix D), PC knowledge measure (Appendix E), attitudes measure (Appendix F), perceived
competency measure (Appendix G), patient/family barriers measure (Appendix H), and institutional/unit
factors measure (Appendix I.)
Palliative Care Self-Reported Practices Scale – English version
Nurses’ PC practices were measured using the Palliative Care Self-Reported Practices scale –
English version (PCPS-E) (Appendix D) (Kotula, 2020). The original Palliative Care Self-Reported
Practices scale (PCPS) was developed and validated by Nakazawa et al. (2010) in the Japanese language
in a study of nurses in Japan, and the survey items were translated into the English language for the
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publication. The PCPS is a valid and reliable 18-item tool with six subscales (Pain, Dyspnea, Delirium,
Dying-phase care, Communication, and Patient- and Family-Centered Care) which measures self-reported
frequency of PC practices. Each item has five Likert-style response options ranging from 1 = “never” to 5
= “always.” The PCPS has Cronbach alpha coefficients ranging from 0.80 to 0.91 and intraclass
correlation in the test–retest examination from 0.64 to 0.74 in each domain (Nakazawa et al., 2010) .
The PCPS was the instrument most aligned with the outcome focus for the current proposed
study. Because the PCPS was validated in a language other than English, and the current study was
conducted with English-speaking nurses in the U.S., a pilot validation study was conducted by the student
PI to translate and validate the tool for use with English-speaking nurses (with the approval and
collaboration of the Japanese authors). Items were minimally altered for clarity. 1,289 graduates of the
nursing program at North Dakota State University were contacted by email to request their participation
in an online survey. The online survey consisted of demographic questions and the PCPS-E. There were
171 responses (13.3% response rate) and after removing incomplete responses, 151 responses were
analyzed.
Exploratory factor analysis with maximum likelihood extraction and orthogonal (Varimax)
rotation was conducted to explore the underlying factor structure of the interrelated 18 items without
imposing any preconceived structure on the outcome (Suhr, 2006). Furthermore, exploratory factor
analysis was used instead of confirmatory factor analysis because the instrument had not been validated
with the minimally revised items nor with using a total score. Instead, the original tool had been validated
using the scores from the six subscales. A scree test and Eigenvalues were obtained, and four
components/factors were identified with eigenvalues over Kaiser’s criterion of 1. The cumulative
variance explained by the four components is 67.9%. Factor 1 contributed 38.6%. Factor 2 contributed
13.3%. Factor 3 contributed 9.1%, and Factor 4 contributed 7%.
The six items in Factor 1 represent a Pain and Dyspnea subscale. Next, the three items in Factor 2
represent a Delirium subscale. Factor 3 has three items which represent a Dying-Phase Care subscale, and
Factor 4 has six items which represent a Patient- and Family-Centered Care and Communication subscale.
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No items were eliminated. Each factor/subscale was assessed for internal consistency with Cronbach’s
alpha. Each Factor had a Cronbach’s alpha > 0.7, representing good internal consistency. The Cronbach’s
alpha for each subscale are as follows: Pain and Dyspnea subscale, 0.76; Delirium subscale, 0.84; DyingPhase Care subscale, 0.96; Patient- and Family-Centered Care and Communication subscale, 0.89.
Furthermore, the regrouping of items into four factors/subscales rather than six in the original instrument
was theoretically and conceptually sound.
The PCPS-E is a valid and reliable tool which, like the original PCPS, has 18 items measuring
self-reported frequency of PC practices (Kotula, 2020). Each item asks about a specific PC practice and
has five Likert-style response options ranging from 1 = “never” to 5 = “always.” The PCPS-E has an
overall Cronbach alpha coefficient of 0.9. The six original subscales (Pain, Dyspnea, Delirium, DyingPhase Care, Communication, and Patient- and Family-Centered Care) were collapsed into four subscales:
(1) Pain and Dyspnea, (2) Delirium, (3) Dying-Phase Care, and (4) Patient- and Family-Centered Care
and Communication. The participants’ responses on the four PCPS-E subscales were coded numerically
and summed to represent one total score. The scoring range is 18-90, with a higher score indicating more
frequent self-reported performance of the practices (Nakazawa et al., 2010). The PCPS-E has four
subscales which reflect different aspects of PC practice; however, the subscales will be summed to
represent one total PCPS-E score as this is congruent with the overall objective of the study which aims to
determine the collective influence of various factors on acute care nurses’ PC practices, rather than on
separate components of PC practice (Kotula, 2020).
Undergraduate Nursing Palliative Care Knowledge Survey
Palliative and EOL care knowledge were measured using the Undergraduate Nursing Palliative
Care Knowledge Survey (UNPCKS) (Appendix E) (Davis et al., 2019). The UNPCKS is a reliable 27item multiple-choice tool which has good internal consistency (Cronbach’s alpha = .70), with a 2-factor
model that aligns with multiple national expectations for primary PC. Despite being a newer tool, it is the
first to align knowledge items with national PC competencies and care domains and assesses nurses’
knowledge regarding primary PC which includes topics such as symptom management, communication,
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goals of care, and advocacy (Davis et al., 2019). Responses to each UNPCKS item were coded as
correct/incorrect, and correct items were summed to represent a total score for each participant. The
scoring range is 0 to 27 (Davis et al., 2019). Permission to use the instrument was obtained from the
author.
Frommelt Attitude Toward Care of the Dying Scale
Nurse attitudes were measured using the Frommelt Attitude Toward Care of the Dying Scale
(FATCOD) (Appendix F) (Frommelt, 1991). The FATCOD is a valid and reliable 30-item tool which has
been used extensively worldwide. Each item consists of a statement related to the care of dying patients
and has five Likert-style response options indicating level of agreement. The content validity index of the
FATCOD was found to be 1.00 with a computed inter-rater agreement of 0.98. Frommelt (1991) used a
test-retest method with a sample of oncology nurses wherein nurses responded to the instrument and
repeated it again three weeks later. The computed Pearson coefficient was found to be 0.94. A sample of
oncology and surgical nurses was used later to strengthen reliability of the FATCOD, and the Pearson
coefficient was determined to be 0.90. Participants’ responses on the FATCOD were coded numerically
(Strongly disagree = 1; Disagree = 2; Uncertain = 3; Agree = 4; Strongly agree = 5), with half of the
negatively worded questions recoded per author instructions, and summed to reflect a total score. The
scoring range is 30 to 150 (Frommelt, 1991). Permission to use the instrument was obtained from the
author.
Competencies and Recommendations for Educating Undergraduate Nursing Students – Perceived
Competence
Nurses’ self-efficacy was measured using the Competencies and Recommendations for Educating
Undergraduate Nursing Students – Perceived Competence (CARES-PC) scale (Appendix G) (Lippe et al.,
2019). The CARES-PC consists of 17 items with five Likert-style response options each. The CARES-PC
is derived from expert-developed, national competence guidelines and has strong face validity as well as
high internal consistency. Cronbach’s alpha was calculated by Lippe et al. (2019) with a pretest/posttest
design. Cronbach’s alpha was .95 at pretest and .97 at posttest. Participants are asked about their ability to
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meet the stated competency. Participants’ responses were coded numerically (Strongly disagree = 1;
Disagree = 2; Uncertain = 3; Agree = 4; Strongly agree = 5) and summed to reflect a total score. The
scoring range is 17-85, with higher scores indicating higher perceived competence (Lippe et al., 2019).
Permission to use the instrument was obtained from the author.
Patient/family Barriers Subscale
Patient and family barriers were measured using the Patient/family Barriers Subscale (Appendix
H) (Nelson et al., 2006). The Patient/family Barriers Subscale consists of seven items with five Likertstyle response options. The tool is valid and reliable with content validity of 4.1 and high inter-rater
reliability (weighted Cohen’s kappa >/= 0.7 for each item). Participants were asked the extent to which
each item is a barrier to optimal care of dying patients. Participants’ responses were coded numerically
(Huge barrier = 5; Large barrier = 4; Moderate barrier = 3; Minimal barrier = 2; Not a barrier at all = 1)
and summed to reflect a total score. The scoring range is 7 to 35 with higher scores indicating larger
barriers (Nelson et al., 2006). Permission to use the instrument was obtained from the author.
Institutional/unit Factors Subscale
Institutional/unit factors were measured using the Institutional/unit Factors Subscale (Appendix I)
(Nelson et al., 2006). The Institutional/unit Factors Subscale consists of 11 items with five Likert-style
responses. The tool is valid and reliable with content validity of 4.1 and high inter-rater reliability
(weighted Cohen’s kappa >/=0.7 for each item). Participants are asked the extent to which each item, such
as suboptimal space to meet with families or lack of a PC services to which a patient can be transferred or
referred, is a barrier to optimal care of dying patients. Participants’ responses were coded numerically
(Huge barrier = 5; Large barrier = 4; Moderate barrier = 3; Minimal barrier = 2; Not a barrier at all = 1)
and summed to reflect a total score. The scoring range is 11 to 55 with higher scores indicating larger
barriers (Nelson et al., 2006). Permission to use the instrument was obtained from the author.
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Table 1
Data Collection Instruments
Variables

Instruments

Author

# of
Items
11
5

Reliability

Cronbach’s
alpha
0.9

Demographics

Demographic Questionnaire
Initial screening

Kotula
(2020)

Palliative Care Practices

Palliative Care Self-Reported
Practices – English version
(PCPS-E)

Kotula
(2020)
adapted
from
Nakawaza
et. al (2010)

18

27

Cronbach’s
alpha
0.7

Subscales
-Pain and Dyspnea
-Delirium
-Dying-Phase Care
-Patient- and Family-Centered
Care and Communication

0.76
0.84
0.96
0.89

Palliative and EOL care
knowledge

Undergraduate Nursing
Palliative Care Knowledge
Survey (UNPCKS)

(Davis et
al., 2019)

Palliative and EOL care
education and experience

Demographic Questionnaire
Items #12; #6

Kotula
(2020)

Nurse attitudes

Frommelt Attitude Toward
Care of the Dying Scale
(FATCOD)

(Frommelt,
1991)

30

Pearson
coefficient
0.90-0.94

Nurses’ self-efficacy

Competencies and
Recommendations for
Educating Undergraduate
Nursing Students – Perceived
Competence (CARES-PC)
scale

(Lippe et
al., 2019)

17

Cronbach’s
alpha
0.95-0.97

Patient and family barriers

Patient/family Barriers
Subscale

(Nelson et
al., 2006)

7

Institutional/unit factors

Institutional/unit Factors
Subscale

(Nelson et
al., 2006)

11
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Operational Definitions
PC Practices
Nurses’ PC practices was operationalized as the total summed score from the four subscales of
the PCPS-E with a higher score indicating more frequent self-reported performance of the practices.
Palliative and EOL Care Knowledge
Palliative and EOL care knowledge was operationalized as the total number of correct responses
on the UNPCKS summed to represent a total score with a higher score reflecting higher level of
knowledge.
Palliative and EOL Care Education
Palliative and EOL care education was operationalized by the total number of palliative and EOL
care education exposures. Categorical responses to the palliative and EOL care education items on the
student PI-developed demographic questionnaire were dummy coded and tallied.
Palliative and EOL Care Experience
Palliative and EOL care experience was operationalized by dummy-coding the categorical
responses to the palliative and EOL care experience item, specifically the item which asked about the
number of terminally ill patients cared for in their career, on the student PI-developed demographic
questionnaire for statistical analysis.
Attitudes
Nurses’ attitudes toward care of the dying was operationalized as the summed score of responses
on the FATCOD with a higher score reflecting a more positive attitude.
Self-Efficacy
Nurses’ self-efficacy was operationalized as the total score on the CARES-PC with a higher score
indicating higher perceived competence.
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Patient and Family Barriers
Patient and family barriers was operationalized as the summed score of responses on the
Patient/family Barriers Subscale with a higher score reflecting patient and family barriers perceived as a
more intense barrier to EOL care and a lower score reflecting patient and family barriers as a less intense
barrier to EOL care.
Institutional/Unit Factors
Institutional/unit factors was operationalized as the summed score of responses on the
Institutional/unit Factors Subscale with a higher score reflecting institutional/unit factors perceived as a
more intense barrier to EOL care and a lower score reflecting institutional/unit factors as a less intense
barrier to EOL care.
Data Analysis
Data analysis began following data collection using IBM Statistical Package for the Social
Sciences (SPSS), Version 26 software. Data were extracted from Qualtrics® to SPSS, and all data were
cleaned of missing values, incorrect, and duplicate entries, as well as screened for outliers. Total scores
and subscale scores were calculated for each instrument using author instructions. All categorical
variables were dummy coded for analysis. Then, descriptive statistics (mean and standard deviation for
continuous variables, frequency for categorical variables) of each measure were calculated, and the
assumptions for hierarchical multiple linear regression were tested (independence of observations,
linearity, normality, no outliers, homoscedasticity, non-zero variance, and no perfect multicollinearity). If
the assumptions were met, the model generated from the sample could be “accurately applied to the
population of interest,” and although this does not mean the model is exactly the same as a model
generated from testing the population, it does mean that the sample model is on average the same as the
population model (Field et al., 2012, pp. 272–273). Histograms, box-plots, and scatterplots were
generated to visualize the data. To determine if there was multicollinearity among the independent
variables, a Pearson correlation coefficient matrix was developed to explore the correlation among
continuous and ordinal predictor variables. Tolerance and variance inflation factor (VIF) values were also
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calculated to determine multicollinearity. Cross tabulations and Chi-Square analysis were conducted to
explore association among categorical variables.
Research Questions and Hypotheses
Statistical analyses were performed to test each hypothesis. According to Field, Miles, and Field
(2012), multiple regression analysis can be used to predict an outcome variable from several predictor
variables. Predictor variables and the method by which they are entered in the model should be carefully
informed by past research and theoretical importance of the predictors, particularly when there is
suspected correlation among the predictors. Hierarchical multiple linear regression was used in this study
to evaluate the degree to which each set of the independent variables explained the variance in selfreported frequency of PC practices of acute care nurses while controlling for the others. Additionally,
path analysis was used to analyze a potential mediating effect in the third hypothesis. The following are
the statistical tests that were performed for each research question and hypothesis. Table 2 also describes
the statistical analyses for each hypothesis.
Research Question 1
What are the effects of nurse demographics (age range, gender, ethnicity, race, type of nursing unit) on
the frequency of acute care nurses’ self-reported PC practices?
Hypothesis 1: Nurse demographics will have a significant influence on the frequency of acute
care nurses’ self-reported PC practices.
Nurse demographics (age range, gender, race, type of nursing unit) were added
in the first step of the hierarchical regression modeling, and the effect of demographics alone was
analyzed. Ethnicity was excluded from the model due to high correlation with race.
Research Question 2
What is the effect of nurses’ personal factors (nurses’ palliative and EOL care experience, education,
knowledge, and self-efficacy; nurses’ attitudes toward care of the dying) and environmental factors
(nurses’ perception of patient and family barriers and institutional/unit factors) on the frequency of acute
care nurses’ self-reported PC practices when controlling for demographic variables?
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Hypothesis 2: Nurses’ personal factors (nurses’ palliative and EOL care experience, education,
knowledge, and self-efficacy; nurses’ attitudes toward care of the dying) and environmental
factors (nurses’ perception of patient and family barriers and institutional/unit factors) will have a
significant collective influence on the frequency of acute care nurses’ self-reported PC practices
after controlling for demographic variables.
In the second step, personal factors (nurses’ palliative and EOL care experience,
education, knowledge, and self-efficacy; nurses’ attitudes toward care of the dying) were added to the
model individually, while controlling for the demographic variables. In the third step, environmental
factors (patient and family barriers and institutional/unit factors) were added to the model while
controlling for demographics and personal factors.
Improvement of the regression model was analyzed at each step of the predictor input by
assessing the change in R2 as well as F-change statistics and testing for significance using an Analysis of
Variance (ANOVA) test. Improvement in the fit of the model was evidenced by higher adjusted R2
values. Analysis of the final hierarchical regression model revealed if each of the predictors significantly
contributed to predicting the outcome. Significance was calculated at the 0.05 level for all statistical tests.
Standardized beta values were also analyzed to determine importance of each predictor with a large
absolute value indicating higher importance (Field et al., 2012).
Research Question 3
To what extent does self-efficacy mediate the relationship between palliative and EOL care experience
and the frequency of acute care nurses’ self-reported PC practices?
Hypothesis 3: Self-efficacy does mediate the relationship between palliative and EOL care
experience and frequency of acute care nurses’ self-reported PC practices.
Path analysis using the PROCESS macro for SPSS developed by Hayes (2017) was used to
analyze the hypothesized mediating effect of self-efficacy (M) on the relationship between palliative and
EOL care experience (X) and frequency of nurses’ PC practices (Y). See Figure 2 for a visual depiction of
the analysis. The direct effect of X on Y (estimated difference in Y between two cases equal on M but
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different by one unit on X) and indirect effect (estimate of how much two cases differing by a unit on X
differ on Y as a result of X’s influence on M) were assessed.
Figure 2
Mediation Analysis

Table 2
Data Analysis Table
Hypothesis

H1: Nurse demographics
will have a significant
influence on the
frequency of acute care
nurses’ self-reported PC
practices.

H2: Nurses’ palliative and
EOL care experience,
education, knowledge,
and self-efficacy; nurses’
attitudes toward care of
the dying; nurses’
perception of patient and
family barriers; and
institutional/unit factors
have a significant
collective influence on the
frequency of acute -care
nurses’ self-reported PC
practices after controlling
for demographic
variables.

H3: Self-efficacy does mediate the relationship
between palliative and EOL care experience and
frequency of acute care nurses’ self-reported PC
practices.

Independent Variables

Age range
Gender
Ethnicity
Race
Type of nursing unit
(categorical)

1.Palliative and EOL
care experience
Amount of palliative and
EOL care experience
(Number of terminally ill
patients cared for in
career) from demographic
questionnaire
(categorical)

1.Palliative and EOL care experience (when testing
the relationship between experience and nurses’ selfefficacy, and when testing the relationship between
experience and PC practices); then

Items from demographic
questionnaire

2. Palliative and EOL
care education
Palliative and EOL care
education from
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(Amount of palliative and EOL care experience
[Number of terminally ill patients cared for in career]
from demographic questionnaire (categorical)

2. Nurses’ self-efficacy (when testing the relationship
between self-efficacy and PC practices)

demographic
questionnaire(categorical)

(CARES-PC score (continuous – 17-85; 17 items; 5point Likert)

3. Palliative and EOL
care knowledge
UNPCKS score
(continuous – 0-27; 27
items; sum of correct
answers
4. Nurses’ self-efficacy
CARES-PC score
(continuous – 17-85; 17
items; 5-point Likert
5. Nurses’ attitudes
toward care of the dying
FATCOD score
(continuous – 30 -150; 30
items; 5-point Likert)
6. Patient/ family
barriers
Patient/ family barriers
subscale score
(continuous –7-35; 7
items; 5-point Likert)
7.Institutional/unit
factors
Institutional/unit factors
subscale score
(continuous – 11-55; 11
items; 5-point Likert)
Dependent Variable

Statistical Test

Nurses’ self-reported
PC practices
Palliative Care selfreported Practices ScaleEnglish Version (PCPSE) total score
(Continuous; 5-point
Likert scale; 18 items)
Total score range: 18-90
Higher score = more
frequent self-reported PC
practices
Four subscales (Pain and
Dyspnea; Delirium;
Dying-Phase Care;
Patient- and FamilyCentered Care and
Communication)
calculated as a total score
indicative of a nurses’
total PC practice which
fits conceptually with the
objective and scope of
the study)
Hierarchical linear
multiple regression
Step 1: Demographics
entered individually

Nurses’ self-reported PC
practices
Palliative Care selfreported Practices ScaleEnglish version (PCPS-E)
total score
(Continuous; 5-point
Likert scale; 18 items)
Total score range: 18-90
Higher score = more
frequent self-reported PC
practices
Four subscales (Pain and
Dyspnea; Delirium;
Dying-Phase Care;
Patient- and FamilyCentered Care and
Communication)
calculated as a total score
indicative of a nurses’
total PC practice which
fits conceptually with the
objective and scope of the
study)
Hierarchical linear
multiple regression
Step 2: Personal factors
entered individually while
controlling for
demographics
Step 3: Environmental
factors entered
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Nurses’ self-efficacy (when testing the relationship
between experience and nurses’ self-efficacy)
Nurses’ self-reported PC practices (when testing
the relationship between experience and PC practices,
and when testing the relationship between selfefficacy and PC practices)

Path Analysis

individually while
controlling for personal
factors and demographics
*Improvement of the
regression model
analyzed at each step of
the predictor input by
assessing the change in R2
and testing for
significance using Fchange statistics and an
ANOVA test.
Improvement in the fit of
the model evidenced by
higher adjusted R2 values.
Power Analysis

N = 138 needed at a
power level of 0.9, alpha
=0.05
(power level 0.95,
minimum sample size =
170; power level 0.8,
minimum sample size =
104)
*A minimum of ten
participants in the
demographic categories
of gender, ethnicity, race,
and type of nursing unit
is suggested.

With a sample size of N = 138, the range of small to medium effect size f 2 from
0.10 to 0.15 was used to estimate power for hypothesis 2 and 0.08-0.15 for
hypothesis 3.
Estimated power range for hypothesis 2 = 0.75 to 0.92
Estimated power range for hypothesis 3 = 0.85 to 0.99

(H. Song, personal communication, July 23, 2020)

Chapter Summary
The purpose of this study was to examine the factors that influence the nature and frequency of
self-reported PC practices of nurses in the acute care setting by using a comprehensive perspective.
Hierarchical multiple linear regression analysis was an appropriate statistical method as it allowed
prediction of an outcome variable from several predictor variables using a method of predictor variable
selection and input informed by the literature. Additionally, multiple regression analysis aligned with the
essence of Bandura’s SCT because just as multiple regression aims to determine the influence of predictor
variables on a dependent variable, SCT describes the dynamic influence of various factors on individual
behavior (Bandura, 1999). SCT, as this study’s theoretical framework, underpinned the decisions
regarding how and why data were collected and analyzed. Hierarchical multiple linear regression analysis
facilitated the purpose of this study by providing meaningful data analyses.
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CHAPTER 4
RESULTS
This chapter presents demographic information from the sample as well as the results of data
analyses performed for each hypothesis. Data is presented narratively and in table format. Lastly, a
summary of the results is provided at the end of the chapter.
Demographic Characteristics
Initial study recruitment involved email messages sent to 34,283 RNs on a distribution list of
actively licensed RNs in the state of Nevada obtained through the Nevada State Board of Nursing. There
were 216 failed or duplicate emails and 3,057 bounce backs. Over four weeks, 1,193 responses were
received, and of those, 551 met inclusion criteria. Three hundred twenty-five participants completed the
survey in its entirety.
The majority of study participants reported practicing in critical care (41.2%, n = 134), general
medical-surgical (30.2%, n = 98), or the emergency department (19.7%, n = 64). The age ranges (18-25,
26-35, 36-45, 46-55, over 55) for study participants were near equal in four of the five categories (20.3% 28.0%) with the exception of the 18-25 year age range (4.0%, n = 13), and approximately 60% (n = 192)
were under the age of 45. Additionally, the participants’ years of experience as an RN were fairly evenly
distributed with the majority in either the five to nine years of experience category (28.0%, n = 91) or the
twenty years or more category (28.9%, n = 94). Of note, nearly half (44%, n = 145) had less than ten
years of experience as an RN. The majority of study participants were female (84.3%, n =274) and not
Hispanic or Latino (89.2%, n = 290). While most of the participants were white (72.6%, n = 236), just
over 18% (n = 59) reported their race as Asian. This was higher than expected as the Asian American
population in the U.S. is 5.8% and 8.7% in Nevada (U.S. Census Bureau, 2019; U.S. Department of
Health and Human Services, 2017). Most participants (61.5%, n = 200) reported caring for 100 or more
terminally ill patients in their career, and between 10-49 terminally ill patients in the last year (38.5%, n =
125). Furthermore, nearly three-quarters of participants worked in large, urban hospitals with 175 or more
beds (69.6%, n = 226), which indicated that the sample was likely predominantly from the two major
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metropolitan areas in Nevada, Las Vegas and Reno. Most (73.2%, n = 238) of participants reported
having a PC team available at their facility which was congruent with national reports of 72% of U.S.
hospitals with more than 50 beds having a PC team in 2019 (Center to Advance Palliative Care, 2019a).
However, only 32.3% (n = 105) reported nurses’ ability to initiate PC team referrals/consults where they
worked, and 20.6% (n = 67) were unsure if nurses were able to initiate the consults/referrals. Lastly, just
over half (51.1%, n = 166) reported having some EOL or PC education in their undergraduate nursing
curricula, and nearly one-quarter of participants (23.1%, n = 75) reported having no EOL or PC education
either in their formal undergraduate education or through continuing education post-graduation.
Demographic characteristics of the sample are presented in Table 3.
The demographic characteristics are representative of the RN workforce. Most RNs in the United
States are female (90.9%) and white (80.8%), and 40.6% are over the age of 55 (Smiley et al.,
2018).While the sample is consistent with the findings of the National Council of State Boards of Nursing
(NCSBN) survey in the categories of gender and race, the nurses in the sample are younger with only
20.2% in the 55 years and older age range. Congruently, the sample was less experienced than the
national average. Nurses with less than ten years of experience made up 44.9% of the sample, while
nationally this group is 32.9%. Also, while nurses with twenty or more years of experience make up
28.7% of the sample, this is less than national data at 47.4% (Smiley et al., 2018).
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Table 3
Demographic Characteristics of Sample
Total Sample
(N = 325)
Age range (years)
18-25

13 (4.0%)

26-35

88 (27.1%)

36-45

91 (28.0%)

46-55

67 (20.6%)

Over 55

66 (20.3%)

Male

50 (15.4%)

Female

274 (84.3%)

Gender

Non-Binary

1 (0.3%)

Prefer to self-describe

-

Prefer not to say

-

Ethnicity
Hispanic or Latino

29 (8.9%)

Not Hispanic or Latino

290 (89.2%)

Race
American Indian or Alaska Native

6 (1.8%)

Asian

59 (18.2%)

Black or African American

13 (4.0%)

Native Hawaiian or Other Pacific Islander

6 (1.8%)

White

236 (72.6%)

Years of clinical experience as an RN
Less than 4

54 (16.6%)

5-9

91 (28.0%)

10-14

50 (15.4%)

15-19

36 (11.1%)

20 or more

94 (28.9%)

Type of nursing unit practicing in
Critical Care

134 (41.2%)
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General Medical/Surgical

98 (30.2%)

Emergency Department

64 (19.7%)

Inpatient Oncology

17 (5.2%)

Inpatient Palliative Care or Inpatient Hospice

12 (3.7%)

Number of terminally ill patients cared for during career
None

-

1-9

14 (4.3%)

10-49

65 (20.0%)

50-99

46 (14.2%)

More than 100

200 (61.5%)

Number of terminally ill patients cared for in the last year
None

5 (1.5%)

1-9

98 (30.2%)

10-49

125 (38.5%)

50-99

50 (15.4%)

More than 100

47 (14.5%)

Classification of hospital working in (size)
Rural, 1-24 beds

6 (1.8%)

Rural, 25-44 beds

9 (2.8%)

Rural, 45+ beds

13 (4.0%)

Urban, Non-Teaching, 1-99 beds

18 (5.5%)

Urban, Non-Teaching, 100-174 beds

22 (6.8%)

Urban, Non-Teaching, 175+ beds

47 (14.5%)

Urban, Teaching, 1-199 beds

29 (8.9%)

Urban, Teaching, 200-324 beds

50 (15.4%)

Urban, Teaching, 325+ beds

129 (39.7%)

Availability of palliative care team at facility where
working

238 (73.2%)

Yes

64 (19.7%)

No

23 (7.1%)

Not sure
Ability of nurses to initiate palliative care team
referrals/consults at facility where working
Yes

153 (47.1%)
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No

105 (32.3%)

Not sure

67 (20.6%)

Type of end-of-life (EOL) or palliative care education
received (select all that apply)
Completed an End of Life Nursing Education

24 (7.4%)

Consortium (ELNEC) Train-the-Trainer Course
Completed an ELNEC seminar or workshop through

40 (12.3%)

your workplace
Completed a non-ELNEC seminar or workshop

69 (21.2%)

focused on EOL or palliative care through your
workplace
Completed the ELNEC-Undergraduate online

14 (4.3%)

curriculum while in your undergraduate nursing
program
Had some EOL and palliative care content in your

166 (51.1%)

undergraduate nursing program
None

75 (23.1%)

Data Analysis
Complete participant responses collected using Qualtrics software were exported to SPSS for
analysis (N = 325). All assumptions for hierarchical multiple linear regression were tested prior to
analysis. An analysis of standard residuals was carried out on the data to identify any outliers, and data
were screened for missing values. No outliers were found, and missing values were handled by listwise
deletion. Tests to determine collinearity revealed multicollinearity was not a concern as VIF values were
less than 10 and Tolerance values were greater than 0.1 (Field et al., 2012). The data met the assumption
of independent errors (Durbin-Watson value = 2.06) as well as the assumption of non-zero variances.
Normality of the dependent variable was assumed as there was no drastic deviation from the normality
line in the P-P plot (Figure 3). Additionally, a scatterplot of standardized residuals revealed that the data
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met the assumptions of homogeneity of variance and linearity (Figure 4). Categorical demographic
variables which were not normally distributed were collapsed.

Figure 3
P-P Plot for PCPS-E

Figure 4
Scatterplot of Standardized Residuals for PCPS-E
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Descriptive Statistics
Total scores of the outcome measure, PCPS-E, as well as the independent variable measures
(UNPCKS, FATCOD, CARES-PC, Patient and Family Barriers Subscale, and Institutional/Unit Factors
Subscale) were calculated per author instructions. The PCPS-E scores ranged from 57 to 90 with a mean
of 81.18 (SD = 6.95). Higher scores indicated more frequent self-reported PC practices. The PCPS-E
consists of four subscales: Pain/Dyspnea, Delirium, Dying-Phase Care, and Patient- and Family-Centered
Care and Communication. The scores for the six-item Pain/Dyspnea subscale ranged from 16 to 30 with a
mean of 27.65 (SD = 2.50). The scores for the three-item Delirium subscale ranged from 3 to 15 with a
mean of 12.53 (SD = 2.13). Next, the scores for the three-item Dying-Phase Care subscale ranged from 3
to 15 with a mean of 14.13 (SD = 1.52). Lastly, the scores for the six-item Patient- and Family-Centered
Care and Communication subscale ranged from 17 to 30 with a mean of 26.86 (SD = 2.77).
The PCPS-E is a new tool which was revised from the original PCPS developed by Nakazawa
and colleagues in Japan (2010). In a pilot study (n = 152) conducted to translate and validate the PCPS-E
in English, the mean score was 76.81 (SD = 10.60) (Kotula, 2020). This was higher than the mean score
in Nakazawa et al.’s (2010) instrument development publication. Nakazawa and colleagues reported the
subscale means which, when summed, equated to 61.2. Despite the lack of substantive normative data to
compare this study’s results to, the mean scores on the PCPS-E were higher than the two previous
instrument development and instrument validation studies indicating frequent self-reported use of PC
practices.
Independent Variables
The UNPCKS score was the summed total of correct responses on the 27-item knowledge
measure. Correct items = 1 and incorrect items = 0. The scores ranged from 11 (40.7%) to 27 (100%)
with a mean of 21.98 (81.4%) (SD = 2.66). This measure tested participants’ knowledge of palliative and
EOL care. The average score of 81.4% indicated participants had a reasonably high level of PC
knowledge.
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Next, the FATCOD score was the sum of responses on the 30-item questionnaire, with half of the
negatively worded items reverse coded per author instructions. The lowest possible score was 30, and the
highest possible score was 150. A higher FATCOD score represents more positive attitudes toward care
of the dying. The scores ranged from 81 to 150 with a mean of 128.66 (SD = 12.84) which indicated quite
positive attitudes toward care of the dying among study participants.
The CARES-PC score was the total score of the 17 items which asked participants to rate to what
extent they felt able to meet each of the 17 competencies associated with the care of seriously ill patients
and families. The scores ranged from 17 to 85, which were also the lowest and highest possible scores,
with a mean of 75.30 (SD = 9.40). Higher scores on the CARES-PC reflect higher perceived competence.
This sample’s mean score revealed relatively high perceived competence in the 17 CARES competencies.
Next, the Patient and Family Barriers Subscale score was the summed total of the seven items
which asked participants to rate how large of a barrier each of the patient- and family-related factors were
to the care of patients at EOL, such as lack of advance directives and disagreements about goals of care.
The scores ranged from 7 to 35, which were also the lowest and highest possible scores, with a mean of
25.99 (SD = 4.42). Higher scores on the subscale indicated more intense perceived patient- and familyrelated barriers in the provision of EOL care. The mean score from this sample revealed moderate to large
perceived barriers.
Lastly, The Institutional/Unit Factors Subscale score was the summed total of the 11 items which
asked participants to rate how large of a barrier each of the institutional or unit related factors, such as
suboptimal space to meet with families and the technological imperative of the acute care setting, were to
the care of patients at EOL. The scores ranged from 11 to 55, also the lowest and highest possible scores,
with a mean of 35.69 (SD = 8.02). Higher scores on the Institutional/Unit factors subscale indicated more
intense perceived Institutional- and Unit-related barriers to EOL care. The mean score from this sample
revealed, on average, moderate perceived Institutional- and Unit-related barriers to EOL care.
All measures demonstrated internal reliability with Cronbach’s  > 0.7. Descriptive statistics for
each measure are presented in Table 4.
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Table 4
Descriptive Statistics (N = 325)
(N = 325)
Measure/Subscale (number of items)

Min.

Max.

M

SD

Cronbach’s


PCPS-E (18)

a

57

90

81.18

6.95

.87

Pain/Dyspnea Subscale (6)

16

30

27.65

2.50

.67

Delirium Subscale (3)

3

15

12.53

2.13

.68

Dying Phase Care Subscale (3)

3

15

14.13

1.52

.74

Patient- and Family-Centered
Care and Communication
Subscale (6)
UNPCKS (27)

17

30

26.87

2.77

.82

11

27

21.98

2.66

a

FATCOD (30)

81

150

128.66

12.84

.73

CARES-PC (17)

17

85

75.30

9.40

.96

Patient and Family Barriers Subscale (7)

7

35

25.99

4.42

.75

Institutional/Unit Factors Subscale (11)

11

55

35.68

8.01

.88

Cronbach’s  not reported as internal consistency is not expected for a measure of knowledge (H. Song,

personal communication, February 21, 2021).

Means and standard deviations were calculated for the outcome measure, PCPS-E, as functions of
the categorical variables: type of nursing unit, age range, gender, ethnicity, race, years of clinical
experience as an RN, number of terminally ill patients cared for during career, number of terminally ill
patients cared for in the last year, classification of hospital worked in, availability of PC team at facility
where working, ability for nurses to initiate PC team referrals/consults at facility where working, type of
EOL or PC education received, and number of total palliative and EOL care education exposures. Results
are shown in Table 5.
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Table 5
PCPS-E Means and Standard Deviations as Functions of Categorical Variables

n

N = 325
M

SD

Type of Nursing Unit
Critical Care
General Medical/Surgical
Emergency Department
Inpatient Oncology
Inpatient Palliative Care or Inpatient Hospice

134
98
64
17
12

82.03
81.74
77.58
81.76
85.33

6.56
6.23
8.06
6.59
4.16

Age Range
18-25
26-35
36-45
46-55
Over 55

13
88
91
67
66

77.31
79.85
81.27
82.69
82.03

8.73
6.68
6.93
6.57
6.92

50
274
1

78.88
81.59
81.00

7.70
6.75
-

29
290

79.52
81.32

8.77
6.77

American Indian or Alaska Native
Asian
Black or African American

6
59
13

75.83
81.05
83.54

11.13
6.46
5.55

Native Hawaiian or Other Pacific Islander

6

86.33

5.09

White

236

81.06

6.99

Less than 4

54

80.00

7.65

5-9
10-14
15-19
20 or more

91
50
36
94

80.15
81.86
82.67
81.90

6.55
7.29
5.42
7.12

Variable

Gender
Male
Female
Non-Binary
Ethnicity
Hispanic or Latino
Not Hispanic or Latino
Race

Years of clinical experience as an RN
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Number of Terminally Ill Patients Cared for in Career
1-9

14

80.50

6.73

10-49

65

79.09

7.04

50-99

46

81.43

5.79

More than 100

200

81.84

7.08

Number of Terminally Ill Patients Cared for in the
Last Year
None
1-9
10-49
50-99
More than 100

5
98
125
50
47

81.00
80.16
81.12
82.22
82.34

10.32
7.29
6.17
7.74
6.89

Classification of Hospital Working In (Size)
Rural, 1-24 beds
Rural, 25-44 beds
Rural, 45+ beds
Urban, Non-Teaching, 1-99 beds
Urban, Non-Teaching, 100-174 beds
Urban, Non-Teaching, 175+ beds
Urban, Teaching, 1-199 beds
Urban, Teaching, 200-324 beds
Urban, Teaching, 325+ beds

6
9
13
18
22
47
29
50
129

84.33
80.22
81.31
82.83
81.05
80.17
81.59
80.26
81.39

3.33
6.28
7.67
6.04
6.69
7.65
5.95
6.90
7.22

Availability of PC team at facility where working
Yes
No
Not sure

238
64
23

81.63
80.72
77.74

6.77
7.41
6.68

Ability of nurses to initiate palliative care team
referrals/consults at facility where working
Yes
No
Not sure

153
105
67

82.58
79.85
80.04

6.34
6.97
7.68

24

82.96

6.03

40

82.83

4.96

69

81.17

7.37

Type of end-of-life (EOL) or palliative care education
received (select all that apply)
Completed an End of Life Nursing Education
Consortium (ELNEC) Train-the-Trainer
Course
Completed an ELNEC seminar or workshop
through your workplace
Completed a non-ELNEC seminar or
workshop focused on EOL or palliative care
through your workplace
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Completed the ELNEC-Undergraduate online
curriculum while in your undergraduate
nursing program
Had some EOL and palliative care content in
your undergraduate nursing program
None
Number of Palliative and EOL Care Education
Exposures
One exposure
Two exposures
Three exposures

14

84.07

5.20

166

80.59

7.23

75

80.69

7.18

202
43
8

81.31
81.47
81.13

6.68
7.95
4.91

Between group differences of the PCPS-E means for each of the categorical variables were tested
for significance using ANOVA tests. Statistically significant differences were found for Type of Nursing
Unit [F(4, 320) = 6.474, p < .001], Age Range [F(4, 320)= 2.919, p = .021], and Gender [F(1, 322)=
6.546, p = .011]. Tukey’s post hoc analysis was conducted to further analyze the between group
differences for Type of Nursing Unit and Age Range. Post hoc analysis revealed significant differences
between Emergency Department and all other units (p < .001) with Emergency Department nurses
reporting less frequent PC practices. Interestingly, the multiple comparisons in the Tukey post hoc
analysis did not reveal any significant differences between age ranges. A significant difference in the
frequency of self-reported PC practices between males and females was found, with females reporting
more frequent PC practices than males. The most significant between group differences were found with
Type of Nursing Unit which is understandable considering the varied nature of patient care among the
units.
Correlation Matrix
The correlation matrix for continuous variables is presented in Table 6. The correlations among
the dependent variable (self-reported PC practices) and the continuous predictor variables ranged from
small (< 0.1 to 0.3) to medium (0.4 to 0.5) (Laerd Statistics, 2018). The highest correlations, which fell in
the medium category or approaching the medium category, with the dependent variable were self-efficacy
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(r = .439, p < .001) and attitudes (r = .394, p < .001). Additionally, the highest correlations, in the
medium category, among the predictor variables included patient and family barriers and institutional/unit
factors (r = .480, p < .001), and attitudes and self-efficacy (r = .422, p < .001). The correlations between
attitudes and knowledge as well as between patient and family barriers and self-efficacy were
approaching the medium (0.4 to 0.5) range. There were no high correlations (> 0.8); therefore,
collinearity was not a concern (Field et al., 2012). Additionally, cross tabulations and Chi-Square analysis
were performed to explore associations among categorical variables. Ethnicity and race were the only
categorical variables with a significant relationship, 2 (4, N = 325) = 12.842, p = .012.

Table 6
Correlation Matrix of Variables Used in Hierarchical Regression Analyses

Variable
1. Self-Reported
Palliative Care
Practices
2. Palliative and EOL
Care Experience

1

2

3

4

5

6

7

—

.121*

—

3. Palliative and EOL
Care Education

.003

.049

—

4. Palliative and EOL
Care Knowledge

.043

.026

.166**

—

5. Self-Efficacy
6. Attitudes Toward
Care of the Dying

.439**
.394**

.079
.151**

-.026
.141*

.008
.370**

—
.422**

—

7. Patient and Family
Barriers

.160**

.003

.001

.070

.366**

.131*

—

.088

-.055

-.051

-.058

.222**

.027

.480**

8. Institutional/Unit
Factors

8

*p < .05
**p < .01

64

—

Research Questions and Hypotheses
The purpose of this study was to examine the factors that influence the nature and frequency of
self-reported PC practices of nurses in the acute care setting by using a comprehensive approach.
Hierarchical multiple linear regression analysis was used to determine the amount of variance in the
frequency of acute care nurses’ self-reported PC practices that could be accounted for by three sets of
predictors based on the study’s theoretical framework: (a) nurse demographics; (b) nurses’ personal
factors (nurses’ palliative and EOL care experience, education, knowledge, and self-efficacy; nurses’
attitudes toward care of the dying); and (c) and environmental factors (nurses’ perception of patient and
family barriers and institutional/unit factors). Additionally, path analysis was conducted to explore the
hypothesized mediating effect of self-efficacy on the relationship between nurses’ palliative and EOL
care experience and the frequency of nurses’ self-reported PC practices.
Research Question 1 (RQ1)
RQ1: What are the effects of nurse demographics (age, gender, ethnicity, race, type of nursing
unit) on the frequency of acute care nurses’ self-reported PC practices?
H1: Nurse demographics will have a significant influence on the frequency of acute care nurses’
self-reported PC practices.
Hierarchical multiple linear regression analysis was used to answer RQ1. Demographic variables
were added in the first step of the analysis. The dependent variable was the PCPS-E total score, reflecting
the frequency of nurses’ self-reported PC practices. The predictor variables included age range, gender,
race, and type of nursing unit. Age range (coded 1 = “18-25,” 2 = “26-35,” 3 = “36-45,” 4 = “46-55,” and
5 = “over 55”) was treated as a continuous variable in the analysis despite the violation to the assumption
of normality and subsequent risk of decreased power. Gender was entered as a dichotomous variable
(coded 1 = “male,” 2 = “female”) with the other categories treated as missing values due to a low n. Of
the 26 participants who identified as Hispanic or Latino, 24 indicated their race as White (92.3%). Due to
the high correlation between race and ethnicity, ethnicity was excluded from the model. Race was
collapsed into three groups represented by two dummy-coded variables (RaceAsian and RaceOther) with
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White as the reference group. Type of nursing unit was also collapsed into four groups represented by
three dummy-coded variables (General Medical-Surgical, Critical Care, and Oncology/Inpatient PC or
Inpatient Hospice) with Emergency Department as the reference group. Emergency Department was
chosen as the reference group due to it having the lowest mean score on PCPS-E as well as the
understood difference in the nature of nursing care provided compared with the other inpatient units.
Results for RQ1. The first step of the hierarchical regression analysis was significant [F(7, 245)
= 4.916, p < .001], indicating that the grouping of demographic variables was a significant predictor of
the dependent variable, frequency of self-reported PC practices (total score on PCPS-E). The R2 of .123
indicated that the first regression model with demographic variables alone accounted for 12.3% of the
variance in the frequency of nurses’ self-reported PC practices. Age range, gender, and unit type (critical
care and inpatient oncology/inpatient PC/inpatient hospice) were individually significant at the .05 level.
Age range contributed significantly with  =  p < .001. Gender was also a significant predictor,
 =  p = .009. Based on the significant positive regression weight (B = 3.579, p = .002), participants
who worked in critical care had significantly higher PCPS-E scores than nurses in the emergency
department. There were similar findings for participants who worked in inpatient oncology/PC/hospice (B
= 3.738, p = .022). The hypothesis was accepted as demographics had a significant influence on the
frequency of nurses’ self-reported PC practices. Results are shown in Table 7 and Table 8.
Research Question 2 (RQ2)
RQ2: What is the effect of nurses’ personal factors (nurses’ palliative and EOL care experience,
education, knowledge, and self-efficacy; nurses’ attitudes toward care of the dying) and
environmental factors (nurses’ perception of patient and family barriers and institutional/unit
factors) on the frequency of acute care nurses’ self-reported PC practices when controlling for
demographic variables?
H2: Nurses’ personal factors (nurses’ palliative and EOL care experience, education, knowledge,
and self-efficacy; nurses’ attitudes toward care of the dying) and environmental factors (nurses’
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perception of patient and family barriers and institutional/unit factors) will have a significant
collective influence on the frequency of acute care nurses’ self-reported PC practices after
controlling for demographic variables.
Hierarchical multiple linear regression analysis was used to answer RQ2 and control for the
demographic variables in Step 1. In Step 2, demographic variables remained in the model and were
controlled for while adding nurses’ personal factors which consisted of nurses’ palliative and EOL care
experience (number of terminally ill patients cared for in career), palliative and EOL care education
(number of education exposures), palliative and EOL care knowledge (UNPCKS total score), selfefficacy (CARES-PC score), and nurse attitudes toward care of the dying (FATCOD score). For the
analysis, the “number of terminally ill patients cared for in career” was entered as a dichotomous variable
(coded 0 = “0 – 99” and 1 = “More than 100”). The dependent variable remained the PCPS-E total score,
reflecting the frequency of nurses’ self-reported PC practices.
In Step 3 of the hierarchical regression analysis, demographic variables and personal factors
remained in the model and were controlled for while adding environmental factors which consisted of
nurses’ perception of patient and family barriers to EOL care (score on Patient/Family Barriers Subscale)
and nurses’ perception of institutional/unit factors (score on Institutional/Unit Factors Subscale). The
dependent variable remained the PCPS-E total score, reflecting the frequency of nurses’ self-reported PC
practices.
Results for RQ2. Addition of the variables in the second and third steps of the hierarchical
regression analysis contributed to an increase in variance accounted for by the model, ΔR2 = .194, F(5,
240) = 13.678, p <.001; ΔR2 = .004, F(2, 238) = .657, p = .519, respectively. Personal factors (Step 2)
contributed 19.4% of the explained variance in the frequency of self-reported PC practices, and the
predictive ability of the second model (R2 = .318), was significant [F(12, 240) = 9.308, p < .001].
Individually, the variables that significantly contributed to the explained variance in the dependent
variable included self-efficacy (CARES-PC score),  =  p < .001, and attitudes toward care of the
dying (FATCOD score),  =  p < .001. The other personal factors (palliative and EOL care
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experience, education, and knowledge) were not significantly related to nurses’ self-reported PC
practices. Age range and gender remained significant, p = .028, p = .006, respectively. The second
regression model, with demographics and personal factors, accounted for 31.8% of the variance in the
frequency of nurses’ self-reported PC practices and was significant
Environmental factors (Step 3) made a very small contribution to the variance in the frequency of
self-reported PC practices when controlling for the demographic variables and personal factors which was
not significant, ΔR2 = .004, F(2, 238) = .657, p = .519. Despite the small increase in R2 of .004, the
adjusted R2 dropped slightly from .283 to .281 in the third model. Individually, neither patient and family
barriers nor institutional/unit factors contributed significantly to the change in variance in PCPS-E scores
(p = .909; p = .318, respectively). Although the contribution to the explained variance by environmental
factors was minimal, it makes theoretical sense to include these factors in the final model. The final
regression model with demographics, personal factors, and environmental factors, accounted for 32.1% of
the variance in the frequency of nurses’ self-reported PC practices and was significant [F(14, 238) =
8.050, p < .001]. The hypothesis was accepted as nurses’ personal factors and environmental factors had a
significant collective influence on the frequency of acute care nurses’ self-reported PC practices. Results
are shown in Table 7 and Table 8.
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Table 7
Hierarchical Multiple Linear Regression Analysis Results for Self-Reported Palliative Care Practices (N = 325)
Model 1

Model 2

Model 3

B
.734

SE B
.332


.127*

B
.682

SE B
.337


.118*

1.151



.161**

2.860

1.027

.151**

2.849

1.029

.151**

.358

1.086

.021

1.292

1.007

.074

1.274

1.014

.073

.932

1.661

.034

.293

1.494

.011

.349

1.497

.013

2.109

1.259

.140

1.937

1.136

.129

1.973

1.142

.131

3.579
3.738

1.165
1.622

.259**
.166*

2.213
1.851

1.066
1.497

.160*
.082

2.239
1.943

1.075
1.501

.162*
.086

-.042

.767

-.003

-.035

.770

-.002

Palliative and EOL Care
Experience

.331

.811

.024

.387

.813

.028

Self-Efficacy

.194

.044

.271***

.183

.046

.256***

Attitudes Toward Care of the
Dying

.154

.038

.275***

.159

.039

.285***

Palliative and EOL Care
Knowledge

-.010

.154

-.004

-.009

.156

-.004

Patient and Family Barriers

.012

.101

.007

Institutional/Unit Factors

.052

.052

.060

Variable
Age Range

B
1.250

SE B
.352

Gender

3.048
Asian versus White
Other Race versus White

Race

Type of Nursing Unit
General Medical-Surgical
unit versus ED
Critical Care versus ED
Oncology/PC/Hospice
versus ED
Palliative and EOL Care
Education
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R2
ΔR2
F for change in R2

.123
.123
4.916***

.318
.194
13.678***

.321
.004
.657

Note. Race was represented as two dummy variables with White serving as the reference group. Type of Nursing Unit was represented as three
dummy variables with Emergency Department (ED) serving as the reference group.
*p < .05. **p < .01. ***p < .001

Table 8
Model Comparison ANOVA Results for Self-Reported Palliative Care Practices
Model

R2

Adjusted R2

F

Sig.

1
2
3

.123
.318
.321

.098
.283
.281

4.916
9.308
8.050

.000
.000
.000

Note. Model 1 Predictors: Age Range, Gender, Race (Asian versus White, Other Race versus White), Type of Nursing Unit (General MedicalSurgical unit versus ED, Critical Care versus ED, Oncology/PC/Hospice versus ED)
Model 2 Predictors: Model 1 predictors plus Palliative and EOL Care Education, Palliative and EOL Care Experience, Self-Efficacy, Attitudes
Toward Care of the Dying, and Palliative and EOL Care Knowledge
Model 3 Predictors: Model 1 and 2 predictors plus Patient and Family Barriers and Institutional/Unit Factors
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Research Question 3 (RQ3)
RQ3: To what extent does self-efficacy mediate the relationship between palliative and EOL care
experience and the frequency of acute care nurses’ self-reported PC practices?
H3: Self-efficacy does mediate the relationship between palliative and EOL care experience and
frequency of acute care nurses’ self-reported PC practices.
Path analysis with bootstrapping was used to determine if there was a mediating effect of selfefficacy on the relationship between palliative and EOL care experience and the frequency of acute care
nurses’ self-reported PC practices.
Results for RQ3. The path analysis revealed that the direct effect of palliative and EOL care
experience (X) on Palliative Care Practices (Y) was not significant, B = 1.24, t(322) = 1.74, p = .08, 95%
CI(-.16, 2.64). The indirect effect of palliative and EOL care experience (X) on the frequency of acute
care nurses’ self-reported PC practices (Y) through self-efficacy (M) was also not significant, B = .49, Z
= 1.4, p =.16, 95% CI (-.14, 1.37); therefore, no mediation was found, and the hypothesis was rejected.
Results are shown in Figure 5.

Figure 5
Path Analysis Results

a = 1.675 (1.171), p = .154

M
(Nurses’ selfefficacy)

X
(Nurses’ palliative
and EOL care
experience)

b = .292 (.034), p < .001

Y
(Behavior – Selfreported PC
practices)

c’ (direct effect) = 1.24, t(322) = 1.74, p = .08, 95% CI(-.16, 2.64)
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Chapter Summary
Chapter four presented demographic information from the sample as well as the results of data
analyses. Three research questions and corresponding hypotheses guided the data analysis. In the first step
of the hierarchical regression analysis, demographics had a significant influence on the frequency of
nurses’ self-reported PC practices. Hypothesis one was supported. The second and third steps of the
hierarchical regression analysis contributed to increased variance accounted for by the models. The
addition of personal factors (step 2) into the model was statistically significant and accounted for the most
variance in the frequency of self-reported PC practices with attitudes toward care of the dying and selfefficacy contributing most significantly. Addition of environmental factors (step 3) contributed little to
the variance and was not significant. The final regression model accounted for 32.1% of the variance in
the frequency of nurses’ self-reported PC practices. The second hypothesis was supported as nurses’
personal factors and environmental factors had a significant collective influence on the frequency of acute
care nurses’ self-reported PC practices. Lastly, path analysis revealed no mediating effect of self-efficacy
on the relationship between nurses’ palliative and EOL care experience and the frequency of nurses’ selfreported PC practices, and the third hypothesis was rejected.
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CHAPTER 5
DISCUSSION
This chapter presents a summary of study findings as well as a discussion of how the findings
relate to the current literature. Strengths and limitations of the study as well as implications for nursing
and recommendations for future research will also be presented.
Interpretation of Findings
The purpose of this study was to examine the factors that influence the nature and frequency of
self-reported PC practices of nurses in the acute care setting by using a comprehensive approach.
Hierarchical multiple linear regression analysis was used to determine the amount of variance in the
frequency of acute care nurses’ self-reported PC practices that could be accounted for by three sets of
predictors which were based on the study’s theoretical framework, Bandura’s SCT, as well as a review of
current literature: (a) nurse demographics; (b) nurses’ personal factors (nurses’ palliative and EOL care
experience, education, knowledge, and self-efficacy; nurses’ attitudes toward care of the dying); and (c)
environmental factors (nurses’ perception of patient and family barriers and institutional/unit factors).
Path analysis was used to explore the hypothesized mediating effect of self-efficacy on the relationship
between nurses’ palliative and EOL care experience and frequency of nurses’ self-reported PC practices.
The original study model (Figure 1 on page 32) was based on the study’s theoretical framework,
Bandura’s SCT, which describes the dynamic influence of various factors, categorized as personal and
environmental, on individual behavior (Bandura, 1991). Hypothesized relationships between independent
variables and the dependent variable, frequency of acute care nurses’ PC practices, were depicted in the
model. Following statistical analysis, a new model was developed which depicts the significant influence
of nurse demographics, personal factors (specifically self-efficacy and attitudes towards care of the
dying), as well as the not significant, yet theoretically important, environmental factors on the outcome of
the frequency of acute care nurses’ frequency of self-reported PC practices (Figure 6).
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Figure 6
Revised Study Model

Of note, it was a challenge to contextualize the current study’s findings in the larger state of the
science due to the limited number of studies which measured nurses’ PC practices. No studies were found
that used direct observation to measure nurses’ PC practices, perhaps due to the difficulty and limited
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feasibility presented by the unpredictable nature of caring for patients during serious illness and at EOL.
The current state of the science includes self-report measures as a proxy to measure nurses’ PC practices,
and the number of studies is limited (Anderson et al., 2016; Bradley et al., 2001; Nakazawa et al., 2010;
Ranse et al., 2016).
The sample in the current study was of sufficient size per power analysis and was heterogeneous
in most aspects, particularly age range, years of experience as an RN, and palliative and EOL care
experience. Just over 40% of participants in the current study were over the age of 45 which is aligned
with national data. In the 2017 National Nursing Workforce Study, 47.4% of nurses were over the age of
45 reflecting an aging nursing workforce with the average age of nurses at 51 years (Smiley et al., 2018).
The majority of participants reported caring for 100 or more terminally ill patients in their career and
between 10-49 in the last year which was consistent with the findings that over half of the sample (55%, n
= 180) had ten or more years of experience. If a nurse cared for ten terminally ill patients (low end of the
range) each year for ten years, they would report caring for 100 or more (highest category) in their career.
The breakdown of number of terminally patients cared for in the last year and in their career was the same
breakdown used in the original study focused on PC practices from which the outcome variable for the
current study was derived (Nakazawa et al., 2010). The sample from the current study was quite different
from that of Nakazawa et. al’s in that the large majority of participants in the 2010 study had less than ten
years of experience as an RN (72%, n = 555) and only 9% (n = 71) reported caring for 100 or more
terminally ill cancer patients in their career. Of note, terminally ill cancer patients were specified in
Nakazawa et al.’s study whereas the current study asked about number of terminally ill patients cared for,
which may include, but would not be limited to, cancer patients. Overall, participants in the current study
were older and more experienced than those in the original study by Nakazawa et al. (2010).
While PC is certainly appropriate across the lifespan and likely provided in additional practice
settings, the scope of the current study was focused on adult acute care units (critical care, general
medical-surgical, emergency department, inpatient oncology, and inpatient PC or inpatient hospice). The
majority of participants practiced in critical care (41.2%), followed by general medical surgical (30.2%),
75

and emergency department (19.7%). Far fewer practiced in oncology and inpatient PC or inpatient
hospice. The type of unit is relevant because it reflects the typical exposure to seriously ill and dying
patients and opportunity to provide primary PC. For example, nurses in the emergency department might
frequently encounter patients who are seriously ill and could benefit from PC; however, due to the fastpaced nature of the unit and limited length of patient stay, there is less opportunity for the nurses to
engage in primary PC practices.
The sample was relatively homogenous in some respects, such as gender, race, and ethnicity, as
well as the size of facility in which they practice. The sample was reflective of the nursing workforce in
that most participants were female. However, the percentage of male participants in the current study
(15.4%) was higher than the national percentage of male RNs from 2017 (9.1%). The higher percentage
of males in the current study may be reflective of the type of units represented. Over 41% (n = 134) of
participants reported practicing in critical care, which was the practice area of 50% of the males in the
study (n = 25). Participants were primarily white and not Hispanic or Latino, which was congruent with
state and national data. However, a higher than expected percentage of participants reported their race as
Asian (18.2%). Just under 9% of the population in Nevada is Asian American which is higher than the
U.S. as a whole which is at about 6% (U.S. Census Bureau, 2019; U.S. Department of Health and Human
Services, 2017). Furthermore, in 2017, just 7.5% of the nursing workforce in the U.S. reported their race
as Asian (Smiley et al., 2018). Cultural background, of both the patient and the nurse, is closely integrated
with palliative and EOL care (Givler & Maani-Fogelman, 2020); therefore, possible cultural influences
should be given consideration as they may have influenced variable findings.
Nearly three-quarters of participants reported working in large, urban hospitals with 175 or more
beds, which indicated that the sample was predominantly from the two most populous counties in
Nevada, Clark County and Washoe County, each with a major metropolitan area. Moreover, nearly 40%
worked in large, urban, teaching hospitals with 325 or more beds. Hospitals in this category are limited to
the Las Vegas and Reno metropolitan areas and are few in number. Therefore, there is some homogeneity
in the sample regarding site of practice. Additionally, nearly three-quarters of participants had a PC team
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available at their facility which was congruent with national reports of 72% of U.S. hospitals with more
than 50 beds having a PC team in 2019 (Center to Advance Palliative Care, 2019a). This is consistent
with the finding that the majority of participants worked in large, urban hospitals which would be more
likely to have PC services. Despite the high percentage of participants with PC team availability, only
one-third reported nurses’ ability to initiate PC team referrals/consults where they worked, and 20.6% (n
= 67) were unsure if nurses were able to initiate the consults/referrals. While nurses’ ability to initiate PC
referrals/consults does not affect nurses’ ability to incorporate primary PC into their bedside practice, the
low percentage of participants reporting they were unsure may reflect lack of awareness of PC.
Lastly, just over half of the participants had some EOL or PC education in their undergraduate
nursing curricula, but nearly one-quarter of participants reported having no EOL or PC education either in
their formal undergraduate education or through continuing education post-graduation. Since the release
of the Peaceful Death: Recommended Competencies and Curricular Guidelines for End-of-Life Nursing
Care document by the AACN, palliative and EOL care content in undergraduate nursing programs has
increased but is still not adequate (Ferrell et al., 2016, 2018). Of the nursing programs which incorporate
palliative and EOL content into curricula, only 18% offer it as a separate course. The rest integrate the
content into other courses (Dickinson, 2012). To address the gaps in palliative and EOL nursing education
and address barriers to teaching EOL content, an online curriculum, End-of-Life Nursing Education
Consortium-Undergraduate (ELNEC-UG), was developed in 2017 (Ferrell et al., 2018). ELNEC-UG is a
nationally and internationally recognized online curriculum guided by the AACN’s CARES document
(Ferrell et al., 2016). ELNEC-UG is a branch of the ELNEC project, a national education initiative started
in 2000 with a mission to improve PC in the United States and internationally. The ELNEC project trains
academic and practice nurse educators, specialty nurses, and other healthcare professionals who then go
on to teach the ELNEC content to nursing students and practicing nurses in a variety of contexts (AACN,
2018). Some of the participants in the current study, 7.4% (n = 24), have completed an ELNEC Train the
Trainer course, and 12.3% (n = 40) have completed an ELNEC seminar. There were also some
participants, 4.3% (n = 14), who had completed ELNEC-UG which was just released in 2017 and more
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recently adopted by nursing schools in Nevada. The small number of participants who had completed
ELNEC-UG is consistent with other demographic findings, specifically age and years of experience as an
RN. About 16% (n = 54) of participants reported less than four years of experience as an RN, and since
ELNEC-UG was just released in the last four years, the program was not available to most of the
participants while they were in nursing school. Lastly, about 21% of study participants completed a nonELNEC seminar or workshop focused on EOL or PC through their workplace. Participants were able to
select all types of palliative and EOL education that applied to them as some may have had education
from more than one source. While nearly one-quarter reported no palliative or EOL education, threequarters had some type, and many had more than one exposure to palliative and EOL education.
Overall, the sample in the current study was reflective of the current nursing workforce in the
U.S. in a number of categories and was notably experienced (in both years of experience and number of
terminally ill patients cared for) and educated in palliative and EOL care to varied extents. Understanding
the sample, along with its congruencies and nuanced differences with the general nursing population,
provides context and allows for meaningful interpretation of the results.
Research Question One
Research question one explored the collective effect of nurse demographics on the frequency of
acute care nurses’ self-reported PC practices. The entry of nurse demographics (age range, gender, race,
and type of nursing unit) represented the first step in the hierarchical regression analysis. Nurse
demographics alone were responsible for a statistically significant increase in the explained variance in
the frequency of self-reported PC practices [F(7, 245) = 4.916, p < .001]. Of the four demographic
variables included in this step of the model, only two were significant individual predictors, age range and
gender. Interestingly, age range showed an overall significant difference between groups (age ranges) but
post hoc testing did not detect statistically significant differences. This tells us that there was a difference
in the practices among all the age ranges, but not a substantial enough difference between individual
ranges to be considered significant. Despite lack of statistical difference, it is informative to note that the
age range with the most frequent self-reported use of PC practices were those in the 46-55 years old age
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range, and the least frequent were of those in the 18-25 years old age range. Nurses in the 46-55 years old
age range had significantly more years of experience as an RN and palliative and EOL care experience
than those in the younger age ranges. Age range was a significant individual predictor to the model,
which is intuitively conflicting with the findings from RQ2 that palliative and EOL care experience was
not a significant predictor of PC practices. Assessing age, particularly when there is heterogeneity in the
sample, is supported by the literature as Lippe and Carter (2017) determined when reviewing the literature
on palliative and EOL care education.
Gender was a significant individual predictor of frequency of self-reported PC practices in this
study. Females reported more frequent use of PC practices than males which is congruent with findings
from Bradley et al. (2001) and Ranse et al. (2016). Ranse et al. (2016) found male nurses reported
significantly less frequent emotional support and spiritual support practices in the care of patients at EOL
in critical care units. The current study had a higher percentage of male nurses than the national average
reflecting some heterogeneity in the sample, which many nursing studies lack due to nursing remaining a
female-dominated field despite the slowly increasing number of males entering the profession (Smiley et
al., 2018).
Race, which was collapsed into three groups represented by two dummy coded variables
(RaceAsian and RaceOther) with White as the reference group, was not significant to the model. Race and
ethnicity were either not found to be significant predictors in other studies on PC practices (Bradley et al.,
2001), or were not reported (Anderson et al., 2016; Nakazawa et al., 2010, 2018; Ranse et al., 2016).
While cultural differences seem intuitively and theoretically relevant to the provision of palliative and
EOL care, it is possible the lack of racial and ethnic heterogeneity in the sample may have contributed to
the lack of significant impact on the outcome variable.
Type of nursing unit, which collapsed into four groups represented by three dummy-coded
variables (General Medical-Surgical, Critical Care, and Oncology/Inpatient PC or Inpatient Hospice) with
Emergency Department as the reference group, had some significant differences. Nurses working in
critical care or Oncology/Inpatient PC or Inpatient Hospice reported significantly more frequent PC
79

practices than nurses working in the emergency department. Congruently, Ranse et al. (2016) found that
nurses working in the emergency department reported significantly less frequent emotional support
practices than all other critical care units. However, it is important to note Ranse et al. (2016) included
nurses who may not provide direct patient care regularly, such as nurse managers and educators.
Therefore, the sample was quite different from the current study which included nurses from a variety of
acute care settings and only those who provide direct patient care. It was not surprising that emergency
department nurses reported less frequent PC practices than nurses on other units given the nature of
nursing care on different units. Nurses in an emergency department may not have the same opportunity to
engage in PC practices as nurses on other inpatient units, such as inpatient PC or critical care, due to less
prolonged contact with individual patients and families.
Overall, nurse demographics were collectively significant to the model and explained 12.3% of
the variance in the frequency of self-reported PC practices. While understanding the significance of each
individual predictor provided additional information and context, the novelty of the current study is the
focus on the collective influence of variables on the frequency of nurses’ self-reported PC practices.
Nurse demographics were collectively significant but explained a small percentage of the variance. This
tells us that who nurses are, demographically, contributes to how often they engage in PC practices, but it
is not a major determinant. This is congruent with Ranse et al.’s (2016) finding that few demographic
variables were identified as explanatory variables in EOL care modelling. Further comparison of the
current study’s findings related to the effect of demographics is limited by the paucity of studies on PC
practices which report comprehensive demographics and also have heterogeneity in their samples (i.e.
unit type). Realizing the potential effect of demographics informed the decision to place this grouping in
the first step of the hierarchical regression where its effect could be controlled for while analyzing the
effects of personal and environmental factors on the explained variance in the frequency of nurses’ selfreported PC practices.

80

Research Question Two
The second research question examined the collective effect of nurses’ personal factors and
environmental factors (steps two and three of the hierarchical regression analysis) on the frequency of
acute care nurses’ self-reported PC practices. Personal factors contributed significantly to the variance in
the frequency of self-reported PC practices explained by the model when controlling for demographic
variables from step one of the analysis, ΔR2 = .194, F(5, 240) = 13.678, p <.001. The addition of
environmental factors improved the predictability of the model slightly but was not significant, ΔR2 =
.004, F(2, 238) = .657, p = .519.
Personal Factors
Personal factors, comprised of nurses’ palliative and EOL care education, palliative and EOL care
experience, self-efficacy, palliative and EOL care knowledge, and attitudes toward care of the dying,
significantly increased the fit of the model; however, only self-efficacy and attitudes toward care of the
dying were significant individual predictors. This is congruent with Bandura’s Social Cognitive Theory
(SCT), which served as the theoretical framework for the study, in that self-efficacy is considered the
primary determinant of behavior. According to Bandura (1999), individuals’ beliefs in their own selfefficacy influence whether or not they will perform a behavior and without the belief that they can
produce desired effects by their actions, they have little incentive to act. Furthermore, in the Shared
Theory of Palliative Care by Desbiens et al. (2012) which combined aspects of Bandura’s SCT and
Orem’s conceptual model, nurses’ perceived competence directly influences their ability to provide PC
and is considered a determinant of high-quality palliative nursing care. Nurses’ self-efficacy was
operationalized in the current study as the total score on the CARES-PC (Lippe et al., 2019) which was
derived from expert-developed, national competence guidelines. In this study, the nurses who believed
they were competent in the 17 competencies reported more frequent PC practices ( =  p < .001).
This internal, personal factor was a primary determinant of behavior/practice.
Additionally, nurse attitudes toward care of the dying was individually significant in explaining
the variance in the frequency of nurses’ self-reported PC practices ( =  p < .001). More positive
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attitudes were associated with more frequent PC practices. This finding is aligned with Ranse et al.’s
(2016) study on EOL care practices which found positive attitudes and higher levels of perceived
preparedness were associated with more frequent EOL care practices. Despite differences in the scope of
practices (PC versus EOL only), similarities can still be drawn between the current study and Ranse et al.
(2016) in that the modelling of practices associated with care of seriously ill/terminal/dying patients
revealed attitudes and preparedness (which can be compared with perceived competence) as strong
predictors of practice behaviors. This is also congruent with the literature in which nurse/provider
attitudes are frequently cited as influencing factors of PC and EOL care (Attia et al., 2013; Bloomer et al.,
2013; Granek et al., 2013; McDarby & Carpenter, 2019). For example, Attia et al. (2013) found that
nurses perceived physician attitudes toward pain control and avoidance of family conversations as major
barriers to EOL care in critical care. More positive attitudes, an internal, personal factor, was a primary
determinant of behavior/practice in the current study.
To further explore the two significant individual predictors and to understand contributing factors
of each, additional regression analyses and ANOVAs were conducted using attitudes toward care of the
dying (total FATCOD score) and nurses’ self-efficacy (total CARES-PC score) as separate dependent
variables. Palliative and EOL care knowledge, age, and self-efficacy were significant predictors for
positive attitudes toward care of the dying (p < .001). These findings are congruent with the literature
(Lange et al., 2008; Laporte et al., 2020; Nguyen et al., 2014). Specifically, Lange et al. (2008) found that
increased age was associated with more positive attitudes toward care of the dying. Also, Laporte et al.
(2020) found, in a study of nursing students, that self-perceived PC nursing competence was significantly
associated with positive attitudes toward care of the dying. Furthermore, in contrast to the current study
which did not find a significant relationship between palliative and EOL care experience and attitudes,
Laporte et al. (2020) found professional exposure to terminally ill patients was the strongest predictor of
positive attitudes.
Additionally, palliative and EOL care knowledge, attitudes toward care of the dying, and
perceived patient and family barriers were significant predictors for higher self-efficacy (p < .01). The
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findings related to the effect of knowledge and attitudes on self-efficacy are aligned with the literature
(Barnett et al., 2020; Nguyen et al., 2014). For example, Barnett et al. (2020) found that more positive
attitudes toward care of the dying was associated with increased perceived capability to answer questions
about EOL concerns, and Nguyen et al. (2014) found knowledge to be a significant predictor of perceived
competence. It seemed intuitively accurate that the more knowledge one had regarding palliative and
EOL care, the more positive their attitudes would be and the more competent they would feel caring for
seriously ill patients; therefore, it seemed congruent that knowledge contributed to positive attitudes and
self-efficacy. However, it was surprising that higher scores for the intensity of perceived patient/family
barriers was positively associated with nurses’ self-efficacy. A possible explanation is that nurses with
high perceived self-competency may have more awareness of the effects of patient and family barriers
and would score those barriers higher than nurses with less awareness.
Interestingly, palliative and EOL care education, experience, and knowledge were not significant
individual predictors or contributors to the model. This is contrary to findings from other studies on PC
practices such as those conducted by Ranse et al. (2016), Bradley et al. (2001), and Nakazawa et al.
(2010) as well as the literature analysis which revealed lack of knowledge, education, and experience to
be among the most frequently cited barriers to palliative and EOL care (Anderson et al., 2016; Aslakson
et al., 2012; Attia et al., 2013; Friedenberg et al., 2012; Ganz & Sapir, 2018).
For example, Nakazawa et al. (2010) found the number of terminal care patients the nurse had
ever cared for (conceptualized in the current study at nurses’ palliative and EOL care experience) was
significantly associated with more frequent use of PC practices. However, Bradley and colleagues (2001)
had opposite findings in that nurses with 10 or fewer years of experience reported significantly more
frequent PC practices. The time difference between the studies may be one explanation for the difference.
In the late 1990s and early 2000s, there was a significant increase in the support for PC with the release of
the Peaceful Death document and establishment of the National Consensus Project’s Clinical Practice
Guidelines for Quality Palliative Care (American Association of Colleges of Nursing, 1998; National
Consensus Project for Quality Palliative Care, 2018). Furthermore, there was an increased focus on
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educating nurses and nursing students on quality EOL care. Therefore, the 2001 study may have captured
newer nurses who had increased exposure to palliative and EOL care whereas the 2010 study was
conducted later when more nurses may have had exposure.
Palliative and EOL care experience was operationalized in this study as the number of terminally
ill patients cared for during participants’ careers. Experience was not a significant individual contributor
to the model. While it seems intuitive that the more opportunity to perform certain practices, in this case
the number of terminally ill patients cared for, would result in more frequent use of those practices, there
was no significant impact on the explained variance of self-reported PC practices. Additional regressions
and ANOVAs to test the effect of other possible operationalizations of “experience” did not yield
different results. Neither “Years of Experience as an RN” nor “Number of Terminally Ill Patients Cared
for in the Last Year” were significant contributors to the model. Additional analysis on the individual
effect of experience (number of terminally ill patients cared for in career) on PC practices revealed a
significant (p < .05) relationship, but since it was not a significant contributor to the model, it tells us that
its effect on PC practices was masked by the other predictors in the model. Different operationalization of
palliative and EOL care experience, perhaps using a smaller time frame than the past year or career to ask
about number of terminally ill patients cared for, may have yielded different results. More research is
needed to explore the relationship between experience and PC practices.
Similar to palliative and EOL care experience, it seems intuitive that increased palliative and
EOL care knowledge and education would be associated with more frequent PC practices. Lack of
education is a commonly cited barrier to EOL care in the literature (Anderson et al., 2016; Aslakson et al.,
2012; Attia et al., 2013; Ganz & Sapir, 2018). For example, Anderson et al. (2016) identified the most
frequently cited barrier to PC communication among critical care nurses as the need for more training.
Similarly, Attia et al. (2013) and Aslakson et al. (2012) found lack of education and skills to be
significant barriers to EOL communication and PC. Additionally, in a survey of critical care nurses, Ganz
et al. (2018) found perceived lack of PC education to be the most frequent and intense barrier to PC and
EOL care. A possible explanation for knowledge not being a significant predictor of PC practices is that
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this is a known deficiency (in the literature) resulting from lack of palliative and EOL care education,
another established problem in the literature. Therefore, if the baseline knowledge is not there, it does not
have the potential to significantly impact practice. Further research is needed to explore the relationship
between palliative and EOL care education, knowledge, and practices. Perhaps the lack of significance is
an indicator of where interventions can have substantial impact.
It seemed counterintuitive that education was not a significant predictor of PC practices. The
positive impact of palliative and EOL care education on healthcare providers’ knowledge, self-efficacy,
confidence, and attitudes is well supported by the literature (Berndtsson et al., 2019; Cheong et al., 2020;
Duty & Loftus, 2019; Fluharty et al., 2012; Grubb & Arthur, 2016; Laporte et al., 2020; Lewis et al.,
2016; Lippe, 2019; Lippe et al., 2018; Lippe & Becker, 2015; Reed et al., 2018). For example, a multisite,
interdisciplinary educational initiative aimed at enhancing a hospital workforce’s PC knowledge and
skills resulted in not only increased confidence, attitudes, and knowledge, but also increases in
measurable outcomes such as PC referrals and documentation of healthcare proxy (Duty & Loftus, 2019).
Palliative and EOL care education was operationalized and quantified in this study as the number of
palliative and EOL care education exposures. Participants were able to select all education options that
applied to them, and the number of options selected were summed to reflect a total number of education
exposures. A significant limitation to this approach was the lack of qualitative assessment of the type of
education. For example, a participant who participated an ELNEC Train the Trainer course, which is an
intensive multiple-day seminar, would have had the same education “score” as a participant who
indicated they had some palliative or EOL care content in the undergrad curriculum which could have
been as minimal as a mention of PC in a single nursing course. The lack of qualitative appraisal prompted
additional analyses to further understand the lack of significance. Responses were recoded as “ELNEC”
and “Non-ELNEC” and were tested for significance with PC practices using Chi-Square analysis. There
were no significant findings, which tells us that, in this sample, there was not a significant difference in
the frequency of PC practices between participants who had some type of ELNEC training and those who
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had some other type of palliative and EOL care education. Again, there is a need for additional research
on the relationship between palliative and EOL care education, knowledge, and practices.
Environmental Factors
Environmental factors, including perceived patient and family barriers and institutional/unit
factors, did not significantly contribute to the variance accounted for by the model. The increase in the
predictability of the model was minimal, and neither patient and family barriers nor institutional/unit
factors were found to be significant predictors individually (p = .909, p = .318, respectively).
Interestingly, the relationship between environmental factors and the frequency of self-reported PC
practices was positive, rather than negative as presumed. It was expected that a negative relationship
would be revealed because as a nurses’ perception of barriers increases, it seems logical that the
frequency of their PC practices would decrease. The literature identifies patient and family barriers as
significant obstacles to nurses’ provision of palliative and EOL care (Attia et al., 2013; Beckstrand et al.,
2017; Beckstrand & Kirchhoff, 2005; Boyd et al., 2011; Ganz & Sapir, 2018; Heaston et al., 2006). For
example, Beckstrand et al. (2005) found critical care nurses’ biggest obstacle to providing EOL care to
patients involved family members’ actions that take the nurse away from the patient’s care. Additionally,
Attia et al. (2013) found that families not understanding the meaning of life-saving treatment was
identified as a severe barrier by nurses. In another study, Ganz and Sapir (2018) had similar findings that
the most frequent and intense barriers to providing quality palliative and EOL care were associated with
patients and families, such as families not accepting the patient’s prognosis, family arguments about goals
of care, and having to manage difficult family situations while caring for the patient.
Institutional/unit factors have also been identified in the literature as significant obstacles to
palliative and EOL care, and a negative relationship with frequency of PC practices was expected. To
further understand the effect of institutional/unit factors, additional analyses were conducted using the
“Classification and Size of Hospital,” availability of a PC team at facility, and ability of nurses to initiate
PC consults/referrals items from the demographic questionnaire. When added to the regression model,
there was not a significant difference. However, a significant relationship between availability of a PC
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team at the facility and increased frequency of PC practices was found using Chi-Square analysis. It’s
possible that the subscale used to measure the perceived magnitude of barrier presented by each
institutional/unit factor did not capture the most important aspects of the practice environment.
Exploratory work in this area could yield beneficial information about possible barriers to palliative and
EOL care in the practice environment.
Summary of Research Question Two
Personal factors and environmental factors contributed to the variance in the frequency of selfreported PC practices explained by the model when controlling for demographic variables from step one
of the analysis, and the second hypothesis was accepted. The contribution to the predictability of the
model from personal factors was significant, but the contribution from environmental factors was not
significant. A main takeaway is that much of what impacts nurses’ PC practices is within them and not
necessarily the environment. This analysis is congruent with that of Ranse et al. (2016) in that the context
of practice (the environment) may have less of an influence on the provision of EOL care than the values
or personal factors of the nurse. Furthermore, this main takeaway is congruent with the theoretical
framework of the study, Bandura’s SCT, which emphasizes the importance of personal factors to
behavior, particularly self-efficacy. In summary, the novelty of this study is the focus on the collective
influence of factors on behavior. Collectively, personal and environmental factors contributed to the
model, with personal factors contributing significantly.
Research Question Three
Lastly, research question three explored the hypothesized mediating effect of self-efficacy on the
relationship between nurses’ palliative and EOL care experience and the frequency of acute care nurses’
self-reported PC practices. A mediating variable is a variable which explains, partially or fully, the
relationship between an independent variable and a dependent variable. In this study, the relationship
between palliative and EOL care experience (independent variable) and frequency of PC practices
(dependent variable) was thought to be “explained” to some extent by nurses’ self-efficacy as this was
congruent with Bandura’s SCT and made theoretical sense. According to Bandura (1999), experience is a
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primary determinant of self-efficacy, and self-efficacy is a primary determinant of behavior. Therefore, to
understand the relationship between experience and behavior (PC practices), exploring this triangular
series of relationships using path analysis was warranted. Path analysis with bootstrapping was used to
determine if there was a mediating effect of self-efficacy on the relationship between nurses’ palliative
and EOL care experience and the frequency of acute care nurses’ self-reported PC practices. The direct
effect and indirect effect were not significant; therefore, no mediation was found. This was an unexpected
finding because it was contrary to the literature as well as the theoretical understanding of the relationship
between the variables. Past studies have found clinical experience providing EOL care to be a significant
predictor of self-perceived competence in providing EOL care (Billings et al., 2009; Evenblij et al., 2019).
Additional analyses using different operationalizations of experience were conducted to further
understand these findings. “Years of Experience as an RN” did not significantly affect self-efficacy;
however, there was a significant positive relationship between “Number of Terminally Ill Patients Cared
for in the Last Year” and self-efficacy (p < .05). The significant effect on PC practices found by using this
operationalization of experience could be explained by a reflection of more recent and frequent exposure
to caring for terminally ill patients. Despite the significant effect found using the alternative
operationalization, the number of terminally ill patients cared for in a nurse’s career is more aligned with
the conceptual understanding and framework of the study.
Implications for Nursing
The study findings have considerable implications for nursing practice, education, policy, and
research.
Practice and Education Implications
Personal and environmental factors had a significant collective influence on acute care nurses’
self-reported frequency of PC practices, with personal factors contributing most significantly. This tells us
that the practice context and environment, things external to the nurse, influence nurses’ practices to a
small extent, and factors that are internal are the most important predictors of behavior. The study
findings indicate that while organizational and environmental factors (i.e. unit structure, availability of a
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PC team) could be an area for improvement, more efforts should be directed to modifiable personal
factors, particularly attitudes and self-efficacy since they were the most significant predictors, but also
palliative and EOL care knowledge and education.
All nurses can incorporate practices that are PC-focused such as comprehensive pain and
symptom assessment and management, emotional and spiritual support, and enhanced communication
with patients and families into their bedside practice, regardless of specialty or setting. Primary PC
optimizes quality of life by anticipating, preventing, and treating suffering (ANA & HPNA, 2017). With
approximately 40 million people currently in need of PC and growing due to the aging population and
increasing longevity of life (National Consensus Project for Quality Palliative Care, 2018; World Health
Organization, 2018), it is prudent to foster nurses’ self-efficacy and attitudes toward care of the dying.
The use of EOL nursing simulation is an evidence-based approach to improving perceived
competence and attitudes toward care of the dying which can be incorporated into both undergraduate
nursing curricula as well as continuing education post-graduation (Byrne et al., 2020; Fabro et al., 2014;
Lippe & Becker, 2015). Lippe and Becker (2015) found that nursing students’ attitudes toward care of the
dying as well as their perceived competence to care for patients at EOL increased after participating in a
simulation in which a critically ill patient rapidly declined and required EOL care. This type of simulation
was novel and valuable because the provision of EOL care was not anticipated, which is reflective of
many situations in acute care. Nurses often find themselves in situations where they are providing
unanticipated EOL care and have the opportunity to engage in primary PC practices. As patients live
longer with their serious illness, they are likely to experience exacerbations and complications which
bring them to the acute care setting. Because acute care nurses frequently care for patients with serious
illness as integral members of the interdisciplinary team, nurse preparation for this type of care needs to
begin in the undergraduate setting and continue into practice. Academic and clinical practice educators
can incorporate enhanced education on the holistic nature of caring for patients and families experiencing
serious illness at or near EOL. This education should expand beyond caring for the physical signs and
debility of serious illness and incorporate the emotional, spiritual, and mental aspects of care. By teaching
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nurses what to expect when caring for patients and families at EOL, nurses may be less afraid or
apprehensive of this type of care. In turn, attitudes toward care of the dying may improve and lead to
increased incorporation of PC practices. Ultimately, the additional education provided to nursing students
and practicing nurses has the potential to significantly impact the palliative and EOL care provided to
patients, improving outcomes.
Additionally, mentorship by primary PC “champions” at the unit level has the potential to
significantly impact not only nurses’ self-efficacy for engaging in primary PC practices, but also attitudes
toward care of the dying. For example, Nakazawa et al. (2010) found that the presence of a mentor for PC
issues was associated with more frequent use of PC practices. Mentorship is a reciprocal, structured, and
intentional act between two or more people which involves guidance, knowledge sharing, role modeling,
and support and results in enhanced critical thinking and reflective practice (Mazanec et al., 2016).
Furthermore, observational learning (vicarious experience) through watching others role model behaviors
is a primary source of self-efficacy and a key aspect of SCT related to behavior change (Bandura, 1999).
Individuals observe others’ successes and cultivate the belief they can also succeed (Artino, 2012;
Bandura, 1997). This is congruent with nursing practice in that much of nursing practice is learned
through observation of other nurses role-modeling behaviors. Primary PC champions should mentor new
and experienced nurses by role modeling primary PC, encouraging nurses to engage in more frequent
primary PC practices, and raising awareness of the benefits of primary PC for patients and families who
are experiencing serious illness. Exploration into mentorship for primary PC would add meaningfully to
the literature.
Policy Implications
This study revealed the effects of various factors on nurses’ PC practices and care delivery and
could help to inform future editions of the National Coalition for Hospice and Palliative Care’s Clinical
Practice Guidelines for Quality Palliative Care, particularly Domain 1: Structure and Processes of Care
(National Consensus Project for Quality Palliative Care, 2018). Study findings revealed nurses’ personal
factors as the most significant collective contributor to acute care nurses’ self-reported frequency of PC
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practices. Strategies geared toward fostering nurses’ personal factors which promote engagement in PC
practices would support the increase in PC utilization in the acute care setting.
Research Implications
Findings from this study provide the foundation for a program of research centered on nurses’
engagement in PC in the acute care setting. This study was the first to examine the collective influence of
personal and environmental factors on the self-reported frequency of nurses’ PC practices in the broader
acute care setting. While most studies have examined factors in isolation, this study used hierarchical
regression analysis to build a model which demonstrated a comprehensive perspective of influencing
factors. The findings provided novel insight into the collective effect of nurses’ personal factors and
environmental factors on the frequency of self-reported PC practices. However, there is still much to be
explored and understood regarding influencing factors to nurses’ PC practices.
Additionally, this study was novel in its use of the new PCPS-E which measured self-reported
frequency of practices rather than the more commonly used outcome variable of nurses’ perceived
competence. Self-perceived competency reflects only the nurses’ perceived ability to perform actions
rather than their actual practice behaviors or the frequency of performing those actions (While, 1994).
Nurses may feel competent to perform certain skills but may not perform those skills in practice for
reasons related to the aforementioned factors. Measuring the self-reported frequency of PC practices in
the acute care setting represents a more direct, novel approach to understanding the nursing care provided
to patient and families during serious illness and at EOL. The PCPS-E provided meaningful data on the
frequency of acute care nurses’ PC practices and represented a more comprehensive assessment of PC
practices than other scales which were limited in scope or generalizability (Bradley et al., 2000; Ranse et
al., 2015). More research and refinement of the tool to fully capture nurses’ primary PC practices would
be beneficial.
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Strengths and Limitations
Strengths
This study contributed to the literature on the influencing factors on the frequency of nurses’ selfreported PC practices. The strengths of the study included:
1. Use of a comprehensive approach to explain the collective influence of personal and
environmental factors on the frequency of nurses’ PC practices, rather than solely examining
factors in isolation. Most studies which have examined influencing factors to PC have (a) studied
factors in isolation; (b) been limited to care at EOL rather than PC which can be provided across
the illness trajectory; and/or (c) been limited in scope and generalizability.
2. A focus on self-reported frequency of PC practices rather than the more common focus on
perceived competence. Perceived competence reflects a nurses’ perceived ability to perform an
action rather than how often they engage in that practice. The frequency of self-reported PC
practices has been studied infrequently and not comprehensively.
3. Use of a new, yet valid and reliable, instrument (PCPS-E) to measure the self-reported frequency
of PC practices of acute care nurses which was more comprehensive than other PC practice
measures. Additionally, the instrument was appropriate across multiple acute care practice
settings and not limited to specific units such as oncology or inpatient PC.
4. A representative sample which included nurses from a variety of acute care practice settings.
Inviting all actively licensed nurses in Nevada to participate and including those who met
inclusion criteria provided a sample that was (a) of sufficient size per power analysis; (b)
representative of the national nursing workforce in most aspects; and (c) representative of
multiple acute care practice settings (critical care, general medical-surgical, oncology, inpatient
PC or inpatient hospice, and emergency department). Other studies have been limited in scope by
focusing on just one type of unit (Ranse et al., 2016).

92

Limitations
The study used a convenience sample which limits clear generalizability to the broader
population and allows for under- or overrepresentation of certain groups. While this was the most
appropriate sampling method for the scope and purpose of the study, there was some lack of
heterogeneity in the sample. For example, most of the participants were from large, urban teaching
hospitals which likely indicated they were from the two major metropolitan areas in Nevada. Moreover,
participants were likely employed at mostly the same few hospitals. Despite this, the sample’s
characteristics were mostly reflective of the national nursing workforce and had higher representation of
males and Asians than expected as well as a heterogenous mix of practice areas. Furthermore, due to the
length of time required to complete the survey, it’s possible that participants who completed it in its
entirety had an inherent interest in the topic of PC which could have biased the results.
Another limitation is the inherent risk of self-report bias with the use of self-report measures. The
use of self-report measures is a common data-gathering approach. Anonymity of responses hopefully
mitigated the risk of social desirability bias; however, recall bias was hard to avoid. Participants were
asked to recall various aspects of their nursing practice, with some questions spanning the range of their
career (i.e. “How many terminally ill patients have you cared for in your career?”). It’s possible that
participants may have underestimated or overestimated the frequency on some of the measures.
The current study revealed the collective influence of various factors on PC practices, but more
questions related to participants’ personal experiences with death and dying would have added depth and
possibly enhanced the model. It is difficult to capture aspects of human behavior in a quantifiable model,
but the addition of an individual’s personal experience may had added additional insight or explanation.
Lastly, the outcome measure may not have captured the holistic nature of primary PC practices.
For example, spiritual care, which is an important aspect of palliative and EOL care, is not captured in the
PCPS-E. Exploratory work and refinement of the measure into a more comprehensive tool that accurately
captures primary PC practices in acute care settings is warranted.
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Recommendations for Future Research
The findings from this study could inspire several future research directions related to nurses’ PC
practices. While the final model was significant in explaining the variance in acute care nurses’ frequency
of self-reported PC practices, there is still more to be explored. The final model accounted for 32.1% of
the variance, indicating that nearly 68% of the variance was not explained by the model. Explaining and
predicting human behavior is difficult, and many aspects of behavior are hard to capture. Therefore,
future research may benefit from exploratory, qualitative work aimed at understanding the influencing
factors to nurses’ PC practices from the nurses’ perspective. Moreover, a further look into additional
personal factors, especially personal experience with death and dying, would be valuable. From that
exploratory work, measures which more comprehensively reflect the potential influencing factors, both
personal and environmental, could be developed. Furthermore, a mixed-methods approach to qualitatively
and quantitatively explore nurses’ experiences with providing primary PC would be an excellent addition
to the literature.
Additionally, further research into what affects nurses’ personal factors, such as self-efficacy,
attitudes, and knowledge, could inform meaningful initiatives directed to fostering those positive personal
factors. For example, studying the contributing factors to positive attitudes in the broader context of acute
care would be beneficial.
Further research using the PCPS-E would not only provide additional data on the frequency of
nurses’ PC practices but would also provide a foundation for further refinement of the measure. The
measure could be refined to more accurately reflect primary PC practices which are appropriate for nurses
in both palliative and nonpalliative areas to incorporate (ANA & HPNA, 2017).
Furthermore, the outcome variable of nurses’ PC practices could be measured in different ways,
perhaps using direct observation or a different tool that captures nurses’ actual practices. Direct
observation would provide the most accurate reflection of the frequency of practices and might be
feasible if the practices are visible and quantifiable, such as goals of care discussions, pain and symptom
management, and other associated with primary PC.
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Conclusion
The purpose of this study was to examine the factors that influence the nature and frequency of
self-reported PC practices of nurses in the acute care setting. Using a comprehensive approach, this study
examined factors that were individually identified in the current literature that could potentially affect the
PC practices of acute care nurses. The innovative aim of this study was to examine these factors
simultaneously in a comprehensive model and determine the collective effects of nurses’ personal factors
and environmental factors on the variance in the frequency of acute care nurses’ self-reported PC
practices while controlling for demographic variables. The final model, developed using hierarchical
linear multiple regression, explained 32.1% of the variance in frequency of PC practices, with personal
factors contributing most significantly. Specifically, nurses’ self-efficacy and attitudes toward care of the
dying were the most significant individual predictors. What we have learned is that while the practice
context and environment, things external to the nurse, influence nurses’ practices to an extent, factors that
are internal are the most important predictors of behavior. This study advanced our knowledge regarding
the factors that influence the self-reported PC practices of acute care nurses. Numerous implications for
nursing practice, education, policy, and research were identified, and several recommendations for future
research were posited. The findings from this study lay the foundation for a program of research which
aims to increase nurses’ utilization of primary PC practices which will, in turn, positively impact both
patients’ quality of living with serious illness and quality of dying.
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APPENDIX A
IRB APPROVAL LETTER
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APPENDIX B
STUDY INVITATION EMAIL

Hello,
My name is Keshia Kotula, and I am a PhD candidate at the University of Nevada, Las Vegas School of
Nursing. I am conducting a study to examine the factors that influence the nature and frequency of selfreported palliative care practices of nurses in the acute care setting.
If you are an actively licensed RN employed in an adult acute care setting for a minimum of six
consecutive months, provide direct patient care, and have experience caring for at least one adult patient
with a serious illness, such as cancer or organ failure, you are invited to participate.
Your input would be greatly appreciated. All participants who complete the entire survey will be entered
in a drawing for an Apple iPad. Also, the first 25 participants who complete the entire survey will be
given a $10 Starbucks gift card.
Please click on the link below to begin the process.
*Qualtrics Link
A participant information letter can be found at the beginning of the survey. My study has been reviewed
and given exempt status by the University of Nevada, Las Vegas Institutional Review Board. If you have
any questions, please feel free to reach out to me at kotula@unlv.nevada.edu. Your responses will be kept
anonymous and confidential. If you have any questions or concerns, you can also contact the University
of Nevada, Las Vegas Office of Research Integrity at 888.581.2794 or irb@unlv.edu.
Thank you in advance for your participation!
Sincerely,
Keshia Kotula MS, RN, CNE
PhD in Nursing Candidate
University of Nevada, Las Vegas
School of Nursing
2018-2020 Jonas Nurse Scholar
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APPENDIX C
SCREENING AND DEMOGRAPHIC QUESTIONNAIRE

Screening
1. By clicking "I agree" I confirm I have read the informed consent and agree to proceed with the
survey.
o I agree
o I do not agree
2. Do you have an active registered nurse (RN) license?
o Yes
o

No

3. Have you been employed in an adult acute care setting for a minimum of six consecutive months?
o Yes
o

No

4. Do you have experience caring for at least one adult patient with a serious illness?
o Yes
o

No

5. What type of nursing unit do you practice in?
a. General Medical/Surgical
b. Critical Care
c. Inpatient Oncology
d. Inpatient Palliative Care or Inpatient Hospice
e. Emergency Department
f. Behavioral Health
g. Maternity, Neonatal, or Pediatric Care
h. Procedural area (i.e. perioperative services, cardiac catheterization lab, interventional
radiology)
i. Non-acute care (i.e. clinic setting, long term care, outpatient therapies)
j. Management/leadership (no direct patient care)
k. None of the above
Demographics
1. Age range
a. 18-25
b. 26-35
c. 36-45
d. 46-55
e. Over 55
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2. Gender
a.
b.
c.
d.
e.

Male
Female
Non-Binary
Prefer to self-describe
Prefer not to say

3. Ethnicity
a. Hispanic or Latino
b. Not Hispanic or Latino
4. Race
a.
b.
c.
d.
e.

American Indian or Alaska Native.
Asian.
Black or African American.
Native Hawaiian or Other Pacific Islander.
White.

5. How many years of clinical experience as an RN do you have?
a. Less than 4
b. 5-9
c. 10-14
d. 15-19
e. 20 or more
6. How many terminally ill patients have you cared for in your career?
a. None
b. 1-9
c. 10-49
d. 50-99
e. More than 100
7. How many terminally ill patients have you cared for in the last year?
a. None
b. 1-9
c. 10-49
d. 50-99
e. More than 100
8. Classification of the hospital you work in
a. Rural, 1-24 beds
b. Rural, 25-44 beds
c. Rural, 45+ beds
d. Urban, Non-Teaching, 1-99 beds
e. Urban, Non-Teaching, 100-174 beds
f. Urban, Non-Teaching, 175+ beds
g. Urban, Teaching, 1-199 beds
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h. Urban, Teaching, 200-324 beds
i. Urban, Teaching, 325+ beds
9. Does your facility have a palliative care team?
a. Yes
b. No
c. I’m not sure
10. Are nurses able to initiate palliative care team referrals/consults?
a. Yes
b. No
c. I’m not sure
11. What type of end-of-life (EOL) or palliative care education have you received? (Select all that
apply)
a. Completed an End of Life Nursing Education Consortium (ELNEC) Train-the-Trainer
Course
b. Completed an ELNEC seminar or workshop through your workplace
c. Completed a non-ELNEC seminar or workshop focused on EOL or palliative care
through your workplace
d. Completed the ELNEC-Undergraduate online curriculum while in your undergraduate
nursing program
e. Had some EOL and palliative care content in your undergraduate nursing program
f. None
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APPENDIX D
THE PALLIATIVE CARE SELF-REPORTED PRACTICES SCALE – ENGLISH VERSION (PCPS-E)
Kotula (2020) adapted from Nakazawa et al. (2010)
◼

◼

The following questions ask about your usual care for patients
experiencing serious illness at or near end of life. Please select
the number that most closely reflects how often you perform
each practice.
1 = not at all, 2 = rarely, 3= sometimes, 4 = usually,
5 = always.

Not

Some
Rarely

at all

Usually

Always

times

Pain and Dyspnea
To evaluate pain, I ask the patient directly regarding pain intensity
or use a nonverbal pain assessment scale when the patient cannot
reply.

1

2

3

4

5

I empathize with patients who are experiencing pain.

1

2

3

4

5

I evaluate the effectiveness of rescue doses within timeframe
recommended by the facility I work in.

1

2

3

4

5

To evaluate dyspnea, I ask the patient directly about dyspnea
intensity or use a dyspnea scale when the patient cannot reply.

1

2

3

4

5

I empathize with patients who are experiencing dyspnea.

1

2

3

4

5

I help the patient become comfortable to alleviate dyspnea.

1

2

3

4

5

I help reorient patients with a clock and/or a calendar to prevent
and improve delirium.

1

2

3

4

5

I evaluate discomfort from deteriorating delirium (e.g., urination,
defecation, pain, anxiety).

1

2

3

4

5

I inquire about the family’s concerns about delirium.

1

2

3

4

5

I assess for physical discomfort regularly in the dying phase.

1

2

3

4

5

I evaluate the appropriateness of care given in the dying phase
(e.g., positioning, suctioning, physical restriction, blood tests,
measurement of urine, infusions).

1

2

3

4

5

I routinely inquire about the family’s concerns in the dying phase.

1

2

3

4

5

1

2

3

4

5

Delirium

Dying-phase care

Patient- and family-centered care and communication
I talk with the patient and family in a quiet and private place.
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I use open-ended questions with the patient and family.

1

2

3

4

5

I conﬁrm understanding of conditions by eliciting questions from
the patient and family.

1

2

3

4

5

I try to ﬁnd out what is important to the patient and family.

1

2

3

4

5

I try to understand the wishes of the patient and family.

1

2

3

4

5

I try to understand the suffering of the patient and family.

1

2

3

4

5
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APPENDIX E
UNDERGRADUATE NURSING PALLIATIVE CARE KNOWLESGE SURVEY (UNPCKS)
Davis et al. (2019)
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APPENDIX F
FROMMELT ATTITUDE TOWARD CARE OF THE DYING SCALE (FATCOD)
(Frommelt, 1991)
In these items the purpose is to learn how nurses feel about certain situations in which they are involved
with patients. All statements concern the giving of nursing care to the dying person and/or, their family.
Where there is reference to a dying patient, assume it to refer to a person who is considered to be
terminally ill and to have six months or less to live.
Please select the level of agreement following each statement which corresponds to your own personal
feelings about the attitude or situation presented. Please respond to all 30 statements on the scale.

Strongly
Disagree Uncertain Agree
Disagree

Strongly
Agree

Giving nursing care to the dying person is a
worthwhile learning experience.

o

o

o

o

o

Death is not the worst thing that can happen
to a person.

o

o

o

o

o

I would be uncomfortable talking about
impending death with the dying person.

o

o

o

o

o

Nursing care for the patient's family should
continue throughout the period of grief and
bereavement.

o

o

o

o

o

I would not want to be assigned to care for a
dying person.

o

o

o

o

o

The nurse should not be the one to talk about
death with the dying person.

o

o

o

o

o

The length of time required to give nursing
care to a dying person would frustrate me.

o

o

o

o

o

I would be upset when the dying person I was
caring for gave up hope of getting better.

o

o

o

o

o

It is difficult to form a close relationship with
the family of a dying person.

o

o

o

o

o

There are times when death is welcomed by
the dying person.

o

o

o

o

o

104

When a patient asks, "Nurse am I dying?", I
think it is best to change the subject to
something cheerful.

o

o

o

o

o

The family should be involved in the physical
care of the dying person.

o

o

o

o

o

I would hope the person I'm caring for dies
when I am not present.

o

o

o

o

o

I am afraid to become friends with a dying
person.

o

o

o

o

o

I would feel like running away when the
person actually died.

o

o

o

o

o

Families need emotional support to accept the
behavior changes of the dying person.

o

o

o

o

o

As a patient nears death, the nurse should
withdraw from his/her involvement with the
patient.

o

o

o

o

o

Families should be concerned about helping
their dying member make the best of his/her
remaining life.

o

o

o

o

o

The dying person should not be allowed to
make decisions about his/her physical care.

o

o

o

o

o

Families should maintain as normal an
environment as possible for their dying
member.

o

o

o

o

o

It is beneficial for the dying person to
verbalize their feelings.

o

o

o

o

o

Nursing care should extend to the family of
the dying person.

o

o

o

o

o

Nurses should permit dying persons to have
flexible visiting schedules.

o

o

o

o

o

The dying person and their family should be
the in-charge decision makers.

o

o

o

o

o

Addiction to pain relieving medication should
not be a nursing concern when dealing with a
dying person.

o

o

o

o

o
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I would be uncomfortable if I entered the
room of a terminally ill person and found
them crying.

o

o

o

o

o

Dying persons should be given honest
answers about their condition.

o

o

o

o

o

Educating families about death and dying is
not a nursing responsibility.

o

o

o

o

o

Family members who stay close to a dying
person often interfere with the professionals'
job with the patient.

o

o

o

o

o

It is possible for nurses to help patients
prepare for death.

o

o

o

o

o
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APPENDIX G
CARES PERCEIVED COMPETENCE MEASURE
Lippe et al. (2019)
Please select the answer following each statement which corresponds to your own personal feelings about
your ability to meet the stated competency at this point in time. Please respond to all 17 competencies on
the scale. Answering Strongly Disagree or Disagree indicates you feel you are not able to meet the
competency. Answering Strongly Agree or Agree indicates you feel you are able to meet the competency.
Strongly
Disagree

Disagree

Uncertain

Agree

Strongly
Agree

Promote the need for palliative care for seriously
ill patients and their families, from the time of
diagnosis, as essential to quality care and an
integral component of nursing care.

o

o

o

o

o

Identify the dynamic changes in population
demographics, health care economics, service
delivery, caregiving demands, and financial
impact of serious illness on the patient and family
that necessitate improved professional preparation
for palliative care.

o

o

o

o

o

o

o

o

o

o

Demonstrate respect for cultural, spiritual and
other forms of diversity for patients and their
families in the provision of palliative care services.

o

o

o

o

o

Educate and communicate effectively and
compassionately with the patient, family, health
care team members, and the public about palliative
care issues.

o

o

o

o

o

Collaborate with members of the interprofessional
team to improve palliative care for patients with
serious illness, to enhance the experience and
outcomes from palliative care for patients and
their families and to ensure coordinated and
efficient palliative care for the benefit of
communities.

o

o

o

o

o

Elicit and demonstrate respect for the patient and
family values, preferences, goals of care, and
shared decision-making during serious illness and
at end of life.

o

o

o

o

o

Apply ethical principles in the care of patients
with serious illness and their families.

o

o

o

o

o

Know, apply and effectively communicate current
state and federal legal guidelines relevant to the

o

o

o

o

o

Recognize one’s own ethical, cultural and spiritual
values and beliefs about serious illness and death.
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care of patients with serious illness and their
families.
Perform a comprehensive assessment of pain and
symptoms common in serious illness, using valid,
standardized assessment tools and strong
interviewing and clinical examination skills.

o

o

o

o

o

Analyze and communicate with the
interprofessional team in planning and intervening
in pain and symptom management, using
evidence-based pharmacologic and
nonpharmacologic approaches.

o

o

o

o

o

o

o

o

o

o

Evaluate patient and family outcomes from
palliative care within the context of patient goals
of care, national quality standards, and value.

o

o

o

o

o

Provide competent, compassionate and culturally
sensitive care for patients and their families at the
time of diagnosis of a serious illness through the
end of life.

o

o

o

o

o

Implement self-care strategies to support coping
with suffering, loss, moral distress and compassion
fatigue.

o

o

o

o

o

Assist the patient, family, informal caregivers and
professional colleagues to cope with and build
resilience for dealing with suffering, grief, loss,
and bereavement associated with serious illness.

o

o

o

o

o

Recognize the need to seek consultation (i.e. from
advanced practice nursing specialists, specialty
palliative care teams, ethics consultants, etc.) for
complex patient and family needs.

o

o

o

o

o

Assess, plan, and treat patients’ physical,
psychological, social and spiritual needs to
improve quality of life for patients with serious
illness and their families.
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APPENDIX H
PATIENT/FAMILY BARRIERS SUBSCALE
(Nelson et al., 2006)
For each of the following items, please indicate the extent to which you feel it is a barrier to optimal end
of life care.
Not a
barrier at
all

Minimal
barrier

Moderate
barrier

Large
barrier

Huge
barrier

Unrealistic patient and/or family expectations
about prognosis or effectiveness of treatment.











Inability of patients to participate in treatment
discussions































Absence of a surrogate decision maker for patients
lacking decisional capacity











Disagreements between patients/families and the
healthcare team about care goals





















Lack of advance directives
Disagreements within families about care goals

Refusals by patients/families to forgo lifesustaining treatments for religious or cultural
reasons
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APPENDIX I
INSTITUTIONAL/UNIT FACTORS SUBSCALE
(Nelson et al., 2006)
For each of the following items, please indicate the extent to which you feel it is a barrier to optimal end
of life care.
Not a barrier at all

Minimal
barrier

Moderate
barrier

Large
barrier

Huge
barrier

Suboptimal space for meeting with families
of patients











Lack of a palliative care service to which a
dying patient can be transferred or referred











The “technological imperative” of the acute
care setting











Admission of patients not predicted to
survive critical or serious illness

















































































Insufficient recognition by colleagues or
institutional leadership of the importance of
optimal end-of-life care
Inadequate support services for grieving
families
Failure to locate existing advance directives
Lack of consultants with special expertise
in management of symptoms that are
distressing to patients with serious illness
Insufficient continuity of care due to
physician staffing patterns
Insufficient continuity of care during
transition between units (i.e. ICU and
general floor)
Insufficient continuity of care due to
nursing staffing patterns
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August 2018-May 2019
Graduate Research Assistant
o Assisted School of Nursing faculty with literature reviews, data collection, and data analysis
o Provided editorial assistance for manuscripts
Arizona State University College of Nursing and Health Innovation
January 2019-August 2019
Research Technician
o Performed scientific data collection and analyses
o Assisted with coordination and management of a community research project
o Compiled and analyzed data
o Developed preliminary reports
North Dakota State University School of Nursing
Pre-Nursing Academic Advisor/Lecturer
January 2013-August 2017
o Guided students in applying to professional nursing program at NDSU
o Provided support and encouragement through the pre-requisite coursework and application period
o Provided academic advisement to pre-nursing students to include course selection and registration
each semester
o Developed and utilized innovative advising strategies to increase efficiency and student
satisfaction with advising process
o Implemented pre-nursing group advising each semester to improve efficiency in the advising
process and encourage interaction among pre-nursing students
o Assisted in identification and use of appropriate campus resources as needed
o Monitored academic progress of ~250-300 pre-nursing students
o Promoted nursing as a profession when meeting with prospective high school and transfer
students
o Worked collaboratively with Sanford Health to develop a Clinical Academic Partner (CAP)
preceptor course
Sanford Health System Fargo, ND
Registered Nurse, Cardiac Intensive Care
June 2011-October 2017
o Provided patient-centered, culturally sensitive care to patients in a critical care setting
o Advocated for patients and their wishes during trying times
o Educated patients and families on disease processes as well as pre-operative and post-operative
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o
o
o
o
o

care, especially cardiac surgery
Developed plans of care to assist patients in achieving an optimal level of health
Provided emotional support to patients and families in challenging times commonly faced in the
ICU
Contributed to the development of the plan of care for individuals
Guided, educated, and oversaw newly hired registered nurses through the orientation process
Educated student nurses when on clinical rotation on the unit

Leadership and Service
NDSU School of Nursing Admission and Progression Committee, 2015-2018
Faculty Advisor for NDSU Student Nurses’ Association, 2015-2018
Faculty Development Committee, Creighton University, 2020-present
Research Committee, Creighton University, 2020-present
ELNEC-UG Integration Sub-Committee, Creighton University College of Nursing, 2020-present
Nominating Committee, Creighton University College of Nursing, 2021-present
Professional Development & Involvement
Sigma Theta Tau International Honor Society of Nursing, Xi Kappa-at-Large Chapter, 2013-2018
National Academic Advising Association (NACADA), 2015-2018
NDSU VALOR Veteran Alliance, 2016-2018
NDSU Search Committee for Pre-Professional Academic Advisor, Summer 2015
Attended and completed a National ELNEC-Core Train-the-Trainer course, September 27 & 28, 2017,
Minneapolis, MN
Hospice and Palliative Nurses Association, Phoenix Chapter, 2018-present
American Nurses Association, 2018-present
Western Institute of Nursing, 2017-present
National League for Nursing, 2019-present
Sigma Theta Tau International Honor Society of Nursing, Iota Tau Chapter, 2019-present
Presentations
2015 “Group Advising in a Pre-Professional Nursing Program,” Poster, NACADA Region 6 Conference
2015 “Compassion Fatigue in Critical Care Nurses and the Development of an Educational
Module,” Sanford Nursing Research Council
2015 “Nurses’ Self-Care During and After End-of-Life Patient Care,” Sanford Health Nurse Residency
2016 “Compassion Fatigue, Burnout, and Nurses’ Self-Care,” NDSU Nursing 450 Synthesis/Practicum
2016 “Compassion Fatigue, Burnout, and Self-Care – Healthcare workers,” NDSU Allied Science Skills
for Academic Success
2018 “Compassion Fatigue, Burnout, and Nurses’ Self-Care,” NDSU Nursing 450 Synthesis/Practicum
2018 “An Axiomatic Theory: The Relationship of Optimism, Resilience, and Compassion Fatigue in
Nurses,” Poster, Western Institute of Nursing Research Conference
2020 “Factors Influencing the Self-Reported Palliative Care Practices of Acute Care Nurses,” Poster,
Western Institute of Nursing Research Conference, (Conference canceled)
2020 “Factors Influencing the Self-Reported Palliative Care Practices of Acute Care Nurses,” Poster,
Creighton University St. Albert’s Day/University Research Day, (Conference canceled)
2021 “Factors Influencing the Self-Reported Palliative Care Practices of Acute Care Nurses,” Rising
Stars of Research and Scholarship Invited Student Poster, Sigma Creating Healthy Work
Environments Virtual Conference
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2021 “Translation and Validation of the Palliative Care Self-Reported Practices Scale in English,” Poster,
Western Institute of Nursing Research Virtual Conference
2021 “Factors Influencing the Self-Reported Palliative Care Practices of Acute Care Nurses,” Podium
Presentation, Creighton University Research Week Virtual Conference
2021 “Factors Influencing the Self-Reported Palliative Care Practices of Acute Care Nurses,” Poster,
Sigma Theta Tau, Iota Tau Chapter Research Day
Licensure and Certification
Registered Nurse, State of North Dakota, 2011-2019
Registered Nurse, State of Arizona, 2019-present
Basic Life Support, current
Advanced Cardiac Life Support, current
Collaborative Institutional Training Initiative (CITI) Human Subjects Research, current
Certified Nurse Educator (CNE), 2020-present
Technology Skills
Blackboard Learning Management System
Canvas
PeopleSoft/Oracle Student Information System
Microsoft Office Suite
Student Success Collaborative Platform
Typo3 Web Content Management System
EPIC Electronic Medical Record System
Adobe Acrobat
Google Docs/Apps/Hangouts
Skype
E*Value
R Statistical Software
SPSS
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